











JULY, 1925 


International 
Abstract of Surgery 


Supplementary to 


Surgery, Gynecology and Obstetrics 


EDITORS 


FRANKLIN H. MARTIN, Chicago 
SIR BERKELEY MOYNIHAN, K.C.M.G., C.B., Leeds 
PAUL LECENE, Paris 


SUMNER L. KOCH, Abstract Editor 


DEPARTMENT EDITORS 
DEAN D. LEWIS, General Surgery ADOLPH HARTUNG, Roentgenology 
CHARLES B. REED, Gynecology and Obstetrics JAMES P. FITZGERALD, Surgery of the Eye 
LOUIS E. SCHMIDT, Genito-Urinary Surgery FRANK J. NOVAK, Jr., Surgery of the Ear, 


PHILIP LEWIN, Orthopedic Surgery Nose and Throat 
CARL A. HEDBLOM, Chest Surgery 


CONTENTS 
Index of Abstracts of Current Literature 
ES... ones seeqnereseseeanauees 
Abstracts of Current Literature................... 1-63 
Bibliography of Current Literature. . 





prial communications should be sent to Franklin H. Martin, Editor, 54 East Erie St., Chicago 
Editorial and Business Offices: 54 East Erie St., Chicago, Illinois, U.S.A. 
reat Britain: Bailliere, Tindall & Cox, 8 Henrietta St., Covent Garden, London, W.C. 


























CONTENTS—JULY, 1925 





ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


Head 

Case, J. T., and Botpyrerr, W. N.: A Study of the 
Influence of High Voltage Roentgen Irradiation 
on the Salivary Secretion in Dogs, and Its Effect 
on the Sensibility of the Buccal Mucosa........ 


Eye 

Fercus, A. F.: Miner’s econasseieite 
and Origin ..... 

PRANGEN, A. D.: The Early Care of Cross-Eyed 
Children . 5 

Key, B. W.: A Congenital Zoualar Opacity of the 
Cornea. . 

DowNInoG, J. A: Interstitial Keratitis: 
Results, and Case Reports. . 

Wricut, R. E.: A Series of 250 Cataract Ratsortions 
by Barraquer’ s Method. . 

Dunpuy, E. B.: The Treatment of the c Byes i in Be. 
ophthalmic Goiter. . 


Its Diagnosis 


Ti venient 


Ear 
Wuson, J. G.: The Physiology of the resecuenie ; 
Drury, 1D. W.: Diphtheria of the Ear. sok 


Nose and Sinuses 


KinDBERG, M. L., and Buiocn, A.: Nephritis with 
non op aaa of Nasopharyngeal Origin; — 


tion; Cure. . 
Mouth 
FosTeIn, I. L.: Quartz Light in the Treatment of 
Pyorrheea. . 
Corp, R.: Dermoid Cysts of the F heer of the Mouth. 
Neck 
Laney, F.H.: The Evolution of a Thyroid Clinic. ... 


Laney, F.H.: Aberrant Goiter. . 


Laney, F. H.: The Treatment of hedeaneeate a the 
Thyroid. . 
KincE, F.: Metastatic Colloid Goiter. 


Hamitton, B. E.: 
a 
Hamitton, B. E.: Heart Failure (Congutive) Ae 
sociated with Thyroid Toxicity. . a 
Hamitton, B. E.: Difficulties of Diagnosis of Toxic 
Symptoms Referable to the Thyroid Gland. 


The Heart in Toxic Thyroid 


40 


Dunpny, E. B.: The Treatment of the Eyes in Ex- 
ophthalmic Goiter. . 


LAHEY, F. H.: Prolissinary Ligations in Thyroldion . 

PLumMMER, W. A.: Iodine in the Treatment of Goiter. 

Sisk, L. F.: The Technique of Anesthesia for Thy- 
SE RIOND bs oioic oes di eddawine tenses esas 


Cute, H. M.: Complications Subsequent to Thy- 
roidectomy.. . 


GREENE, D. C.: Laryngeal Paralyses a ond d Surgery of 
the T hyroid. . : 


SURGERY OF THE NERVOUS SYSTEM 
Brain and Its Coverings; Cranial Nerves 


Fiscuer, B.: The Effects of Birth Trauma on the 
Brain and the Infant. . 


PERTHES, G.: Is Nerve Anesteneai @ or  Myeglesty 
to be Preferred in the Treatment of Incurable 
Paralyses of the Facial Nerve?............ 


Spinal Cord and Its Coverings 


Danpy, W. E.: The Diagnosis and Localization of 
Spinal Cord Tumors. . 


WEIGELDT, W.: Injury to the Spinal Cord | Following 
Lumbar Anesthesia. . 


Sympathetic Nerves 


RitrMANN, R.: Pharmacological Studies on the 
Bronchial Musculature in Man: A Contribution 
to the Question of the Efficacy of Resection of 
the Sympathetic Nerve in Bronchial Asthma. 

Ormos, P.: A Histological Study of the Cervical 
Sympathetic Ganglia in Cases of Angina Pectoris 

Mitk6é and KovAcs: An Experimental and Histolog- 
ical Study of Periarterial Sympathectomy. . 


SURGERY OF THE CHEST 
Chest Wall and Breast 
De VEREBELY, T.: 
_ rae 


BEATSON, Sir G. T.: A Com a Quecees Metactedis 
from Primary Carcinoma of the Right Mamma. 


Nuzum, J. W.: The Experimental Production of 


An Operation for Hanging 


Metastasizing Carcinoma in the Breast of the 
Dog and Primary Epithelioma in Man by 
Repeated Inoculation of a Micrococcus Isolated 
from Human Breast Cancer............ 








iv INTERNATIONAL ABSTRACT OF SURGERY 


Trachea, Lungs, and Pleura 
Funk, E. H.: The Contra-Indications to Bronchos- 
copy . RIES mere aS 


Heart and Pericardium 

Hamitton, B. E.: The Heart in Toxic bien 
States. . ‘ 

HAMILTON, B. E. ; Meast F lelleme (Congestive) Aenee! i- 
ated with Thyroid Toxicity. . BTA hy tert 


Csophagus and Mediastinum 

Hever, G. J., ANDRUS, DEW., and Bett, H. G.: The 
Experimental Transplantation of the Diaphragm 
as an Adjunct in the Treatment of Lesions at the 
Lower End of the (sophagus................ 


Miscellaneous 


GAARDE, I’. W.: Clinical Differentiation of Cases 
with Abnormal X- avd Shadows in the Medias- 
tinum WVerre roy ee 


SURGERY OF THE ABDOMEN 
Abdominal Wall and Peritoneum 


Cutter, G. D.: Mesenteric Defects as a Cause of 
Intestinal Obstruction. . 
AvBrecut, P.: Drainage of the Peritoneal Cavity... 


Gastro-Intestinal Tract 

M’CRrEA, E. D., M’Swiney, B. A., Morison, J. W., 
and StoprorpD, J. S. B.: The Normal Move- 
ments of the Stomach . eS 

SCHLESINGER, B. E.: The Schengneut History ~? a 
Series of Cases Operated upon for Pyloric Sten- 

ScHNEWER, H.: A Case of Isolated Gastric 
Tuberculosis and a Contribution on _—— 
of the Abdominal Wall. . ites 

HabEN, R. L., and BoHAN, P. T:: 

Peptic Ulcer. ; 

CEDERBERG, O. E.: “Resdenaned Gastric ond Dee- 
denal Ulcers Treated at the State District 
Hospital at — ween the Period from 1904 
to 1923.. ae 

BerG, A. A., Kum, E " ont Caom, ‘B. B: The 
Radical Surgical Cure of Gastric and Duodenal 
Ulcer; Some Gastric Motor Phenomena; 
Chemism of the Stomach After Operation. .. . . 

HormMann, M.: A Report on Forty-Four Second 
aes After aan for Ulcer of the 
Stomach . : 

McVicar, C. S.: A Disc ussion d the Clinical ond 
Laboratory Clinical Findings in Certain Cases 
of Obstruction in the Upper Gastro-Intestinal 
Tract: The Réle of the Blood Chemistry in the 
Diagnosis, Prognosis, and Treatment of This 
RIS 55 orks way na ene dncer ea sieaaee sees 

Ervine, A. R.; A Statistical Report on Knot For- 
mation Between the Small Intestine and the 
Sigmoid Colon. 

Gop, E.: A tp ot Value i in ‘the Differential a Diag. 
nosis in Ileus. . ; 


hel Infection i in 


16 


16 


20 


21 


ROBERTSON, H. E., and Harcis, E. H.: Duodenal 
Ulcer: An Anatomical Study. . ee 

[uSTERMAN, G. B.: Spontaneous Healing of Chronic 
Duodenal and Gastrojejunal Ulcer. . 

FINSTERER, H.: Two Stage Resection of Dusdenal 
Ulcer and End-to- Side Gastroduodenostomy 
After Resection for Exclusion. . 

LauvEY, F. H.: The Treatment of Duodenal Fistule 
by Suction. . 

BRASSER, A.: Perforating Peptic Ulcer of Meckel’s $ 
Diverticulum . ; 

HERTLE, J.: The Recognition ond Surgical Treat- 
ment of Suppurative Colitis. . 

DeEsMaREST, E., and MERCIER, O.: " ‘Twenty Comm of 
Resection of the _ Ascending Colon for Czcal 
Stasis. . 

NORBURY, L. E. C: ‘The ny a Cortada 
Atonic and Atrophic Conditions of the Cecum.. 

KREUTZMANN, H. A. R.: The Relation of the Appen- 
dix to the Right Kidney and Ureter. . 

HoeERNICKE, C. B.: Statistical Consideration on the 
Treatment of Appendicitis. . 

Duccan, D. J.: The Progress of Acute Appendicitis 
at the Boston City Hospital from 1880 to the 
UI INS co hig acannon wale. walk dws me pies 

BruTtTNeR, O.: The Demonstration of Appendicitis 
and the Indication for Appendectomy in 1,400 
Gynecological Laparotomies.. ; 

Corre: Cancer of the Sigmoid; Ecterieciaation of the 
Mass and Resection. 

TuRInG, E. T.: The ‘Surgical Trentment of Cancer 
of the Rectum. . PSV etn eiaia wena Tiaty 


Liver, Gall Bladder, Pancreas, and Spleen 

Ernst, Z., SzAppANyos, B., and Foerster, J.: 
Experimental Studies on Extrahepatic Bilirubin 
Formation in Surviving Organs......... aad 

Cztrer, L.: Adenoma of the Liver................ 

ROSENTHAL, F.: The Pathogenesis of the Various 
Forms of Icterusin Man..................... 

Wuitaker, L. R., and MILtiKEN, G.: A Comparison 
of Sodium Tetrabromphenolphthalein with 
Sodium Tetraiodophenolphthalein in  Gall- 
Bladder Radiography. . on 

SCHOENBAUER, L.: The Ferments j in Their Relation 
to Certain Diseases of the Gall Bladder and to 
Ileus: Clinico-Experimental Studies . 

RANKIN, F. W.: The Diagnosis of Gall- Bladder 
Infection and Its Differentiation from Gastric 
and Duodenal Ulcers. . ; 

MoyNIHAN, Sir B.: Some Aspects of Cholelithiasis. 

Jotonvz, A.: A Case of Retroperitoneal oo 
Complicating Cholelithiasis. . ; 

MEULENGRACHT, E.: The Denenmeetion at Tran- 
sient Jaundice i in Gall-Stone Colic. . = 

TAVERNIER: The End-Results of Cholecystostomy; 
The Late Neoplastic Degeneration of the Gall 
I 8c Jikan etme weap en eee Siew a nese s 

Laney, F. H.: The Treatment of Common-Duct 
Biliary Fistula by Anastomosing Them into the 
Intestinal Canal. . 

MEveER-May, J.: Biliary Peritonitis without Evident 
Perforation of the Biliary Passages. . a 


is) 
te 


28 


29 
29 


3° 








29 
29 


30 


3l 


31 





INTERNATIONAL 


Bass_er, A.: A Quantitative Test of Digestive Pan- 
creatic Activity Easily Applied Clinically: Tests 
for the Volume of Pancreatic honeais and Bile 
Secretions. pb aaahew eae 


PreRSOL, G. M., po bien: H. L.: Pancreatic 


Enzymes i in Cholecystitis. . 


Girrin, H. Z.: Four Cases of {Hemorrhagic Purpura 
with Splenectomy. . eho 


GYNECOLOGY 
Uterus 


Lawson, J. D.: Roentgen hanernad of Uterine ied 
oma During Pregnancy. . ; 


LauM, W.: The Results of Combined 1 Radium and 
Roentgen- Ray Treatment at the nese 
Gynecological Clinic of Dresden. . fey 


Adnexal and Periuterine Conditions 


RANDALL, L. M.: Tubal Inflation in a Case of 
III ics: 0)e1e 418: 09i0 nate Basal ersioia Berka ae ale 


KROMPECHER, E.: 
Ovary. . 


The Granulosa-Cell Tumors of the 


PripraM, E. ‘The Pathology wait Sail of 
Ti eon Tumors. . ites 


Miscellaneous 


BeuTTNeR, O.: The Control of Appendicitis and the 
Indications for — wind in 1,400 — ne- 
cological Laparotomies. . , 


Lemon, W. S., and Maute, A. E.: The Differential 
Diagnosis in Cases of Ectopic Adenomyoma in 
REI OT AEG MARTI PI 

Fricyest, I.: Local Anesthesia in Gynecological 


Operations. ... 


OBSTETRICS 
Pregnancy and Its Complications 


Lawson, J. D.: Roentgen aanech of Uterine ~— 
oma During Pregnancy. . 


NIEDERMEYER, A.: The nets of wiih on the 
Basis of the ersiiaeg of ciel from Soviet 
Russia . 5 SE REN RR Meera 


Labor and Its Complications 


HAMMERSCHLAG: prop to the Uterus During the 
Third Stage of Labor. . . ; 


DeLeg, J. B.: The Low or Cervical Caesarean Sec- 
tion (Laparotrachelotomy) under Local (In- 
filtration) Anesthesia....................... 


Puerperium and Its Complications 


SCHAANNING, G.: Puerperal Thromboses.......... . 


Newborn 


Fiscuer, B.: The Effect of Birth-Trauma on the 
Brain and the Infant. . 


ABSTRACT OF SURGERY 


32 


wn 
Ww 


33 


33 


33 


34 


33 


37 


38 


Il 


Vv 
Miscellaneous 
THEILHABER, F. A.: New Studies on the Progres- 
sively Decreasing Birth Rate in Berlin. . .. . 39 
GENITO-URINARY SURGERY 
Adrenal, Kidney, and Ureter 
KREUTZMANN, H.A R.: The Relation of the Appen- 
dix to the Right Kidney and Ureter. . 24 
KinDBERG, M. L., and Biocu, A.: Nephritis with 
Hypertension of Nasopharyngeal Origin; a 
tion; Cure. . : 40 
Bumpus, H. C. Je.: Pyelonephritis Treated with 
Mercurochrome. 40 
Casper, L.: Fistule ond Suppesetions. of the Ureter. 40 
HomMEL, O.: Implantation of the Ureter and the End- 
Results of Implantations of the Ureter into the 
Bladder Done in the Gynecological Clinic of 
Kiel During the Period from 1911 to1g22....... 40 
Bladder, Urethra, and Penis 
LivERMORE, G. R.: The Pathology of the Posterior 
WS ahiece es ne ecarenisindsdadeseaae ae 
Genital Organs 
Foisom, A. I.: Hemorrhage Hazard in Prostatec- 
Ua Rie kha wide 6a ee Shebo Niece aed 41 
Miscellaneous 
Braascu, W. F.: Differential Diagnosis in Diseases 
of the Urinary Tract...... aleaak date wis 42 
MUSCLES, 


SURGERY OF THE BONES, JOINTS, 
TENDONS 


Conditions of the Bones, Joints, Muscles, Tendons, Etc. 


BEATSON, Sir G. T.: A Case of Osseous Metastasis 
from Primary Carcinoma of the Right Mamma. . 

LeRICHE, R., and Policard, A.: General Considera- 
tions on Osteosarcomata: The Relations Be- 
tween the Mechanism of Normal Osteogenesis 
and the Structure of Osseous Sarcomata.... . 


43 


43 


Surgery of the Bones, Joints, Muscles, Tendons, Etc. 


Bancrort, F. W.: A Third-Stage Skin Plastic for 
Chronic Hematogenous Osteomyelitis......... 
BrIcKNER, W. M.: The Treatment by Aspiration 
and Mobilization of Traumatic ~~ Effusions 
(Traumatic Synovitis). . 
Micu, H.: The Treatment a Acute Traumatic 
Synovitis 
HENDERSON, M. S.: 
WEIWENREICH, F.: 
served Tendons. . 
BéRARD and WERTHEIMER: Suppuntive ‘Arthritis 
of the Elbow; Treatment by Simple Arthrotomy 
and Willems’ Method.................00+.- 
STEINDLER, A.: Synovectomy and Fat Pad Removal 
in the Knee.. , 
Estes, W. L.: Amputationsin Industrial Suagey.. 


Arthroplasty... 
The Transplantation a Pre- 


43 


43 


43 
44 


46 


46 
46 








Fractures and Dislocations 


Vance, C. A.: The Treatment of Fractures of and 
about Joints... 

Kocu, H.: Experimental Studies ¢ on Bene Regenera- 
tion and Callus Formation in Bone. 
KeL_Ler, W. L.: The Treatment of Cheeni Re- 
current Dislocation of the Shoulder by Crucial 

Capsular Plication. . : 

FREDET, P.: A Secles ol Ontocayutheoes Pertermed on 
the Humerus for Closed Fractures Since 1911 
Biel TOM EMG-CGUINS. ono ok ee teens 

Hirscu, L.: Fractures of the Pelvis. ........ 

ConweELL, H. E.: Fractures of the Fomnt—Ts reat- 
ment and Results Attained eed Traction and 
ae : 

BEEKMAN, F. The Treatment of ‘Wounds ii in Com 
pound Fractures of Long Bones. . : 

Lancwortuy, M.: A New Traction feme a 
Caliper for F ractured Femurs. 

Cannabay, J. E.: The Treatment of Fractures of 
the Femur. . Pr he eee ee 

ScHULTZE, F.: What Is Accomplished by the Cer- 
clage of the Patella? Is It Justified? A Con- 
tribution on Fracture of the Patella. . 

PateL, M.: Fracture of the Leg Treated by Ones 
synthesis and Not Immobilized . 

Kocu, K.: Fractures and Pocudofractures of the 
Sesamoid Bone of the Great Toe.............. 


INTERNATIONAL ABSTRACT OF SURGERY 


48 


48 


52 
52 
52 


53 


53 
54 


54 


SURGERY OF BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


SENEQUE, J.: The Value of aie for Arterial 
Emboli of the Extremities. . <P eae 


Blood; Transfusion 

McVicar, C. S.: A Discussion of the Clinical and 
Laboratory Clinical Findings in Certain Cases 
of Obstruction in the Upper Gastro-Intestinal 
Tract: the Réle of the Blood Chemistry in the 
Diagnosis, Seema and Treatment of This 
Condition . oF ‘ 

BRUELLOWA, “‘ ‘Chen | in | the ‘Meapholesical 
Blood Picture under the Influence of Roentgen 
and Radium Therapy. . 

Girrin, H. Z.: Four C ases of Hasserthagic Purpura 
with Splenectomy. . 

Janes, M. L.: The Value of Blood Transfusion i in 
Subacute and Chronic Infections. . 


SURGICAL TECHNIQUE 


Antiseptic Surgery; Treatment of Wounds 
Infections 

Ravpin, I. S., and Fercuson, L. K.: The Early 
Treatment of Superficial Burns. .............. 


Anesthesia 

Sise, L. F.: The Technique of Anesthesia for Thy- 
roid Operations. . 

Fricyesl, I.: Local Annsthesia. in | Gynecological 


Operations. . 


20 


and 


57 


35 





DeLee, J. B.: The Low or Cervical Cesarean Sec- 
tion (Laparotrachelotomy) under Local (In- 
filtration) Anesthesia. . 


WEIGELDT, W : Injury to the Spinal Cord 1 Following 





37 


Lumbar Anesthesia. . 58 
PHYSICOCHEMICAL METHODS IN SURGERY 
Roentgenology 


Cask, J. T., and Botpyrerr, W. N.: A Study of the 
Influence of High Voltage Roentgen Irradiation 
on the Salivary Secretion in Dogs, and Its 
Effect on the Sensibility of the Buccal Mucosa.. . 

GAARDE, F. W.: Clinical Differentiation of Cases 
with Abnormal X- Ray Shadows in the Medias- 
tinum. . 

Lawson, J. D.: ‘Roentgen Therapy of ‘Uterine My- 
oma During Pregnancy. . 

Lau, W.: The Results of Combined Radian ‘ond 
Roentgen- Ray Treatment at the Municipal 
Gynecological Clinic of Dresden. . 

BRUELLOWA, L.: Changes in the Morphological 
Blood Picture under the Influence of a 
and Radium Therapy. . : 

MIESCHER: Roentgen Seytheme. . 

Core, H. N.: Chronic Roentgen- Ray Dermateses 
as Seen in the Professional Man............. 

Wo saci, S. B.: A Summary of the Effects of Re- 
peated Roentgen-Ray Exposures upon the Hu- 
man Skin Antecedent to the Formation of Car- 

WitHers, S.: The Treatment of Malignancies by 
I 6 thei la. nos civ diver cae Seaeweiaes sis 

Batt, C. F.: Abdominal Deep Therapy Injuries, 
with a Report of the Necropsy Findings in a 
SE ara Fox caeoies cheese GAN e10 So \.05 

Woop, F.C.: A Survey of Roentgen Therapy... . 


Radium 
Laum, W.: The Results of Combined Radium and 


Roentgen- Ray Treatment at the — 
Gynecological Clinic of Dresden. . : 


Miscellaneous 

FousTEIN, I. L.: silietin Light in the Treatment of 
Pyorrhoea......... 

BLerBAuM, I.: A Contribution ‘. E Explain the 
Physical Bases of Light Therapy. . ies 


MISCELLANEOUS 


Clinical Entities—General Physiological Conditions 


FoLsTEW, I. L.: ste Light in the Treatment of 
Pyorrhcea. . me! 

HOERNICKE, C. B.: ‘Statistical Censhdeontion « on . the 
Treatment of Appendicitis. . 

Duccan, D. J.: The Progress of Acute Appendicitis 
at the Boston — Hospital from ‘1880 to the 
Present Day. . : 

BEUTTNER, O.: The ‘Demonstration of Appendicitis 
and the Indication for meagan in 1,400 

Gynecological Laparotomies. . es 


55 


59 


59 


60 


25 











25 





INTERNATIONAL 


WHITAKER, L. R., and MiLuxken, G.: A Com- 
parison of Sodium Tetrabromphenolphthalein 
in Gall-Bladder Radiography. . 

Nuzum, J. W.: The Experimental Production of 
Metastasizing Carcinoma in the Breast of the 
Dog and Primary Epithelioma in Man by Re- 
peated Inoculation of a Micrococcus Isolated 
from Human Breast Cancer. . 

Wituers, S.: The Treatment af Malignancies wy 
MS ois iv 0diwsscccases 


Surgical Pathology and Diagnosis 


GAARDE, F. W.: Clinical Differentiation of Cases 
with Abnormal X-Ray Shadows in the Medias- 
tinum. . ‘ 

McVIcar, C. S.: A Discussion a the ‘Clinical ond 
Laboratory Clinical Findings in Certain Cases 
of Obstruction in the Upper Gastro-Intestinal 


ABSTRACT OF SURGERY 


28 


63 


61 


Tract: The Réle of the Blood Chemistry in the 
Diagnosis, Prognosis, and Treatment of this 
Condition. : 

Gop, E.: A Sign of Valuei in a the Differential Diag 
nosis in Ileus. . 3 

RANKIN, F. W.: The Diegnede of Gall- Bladder In- 
fection and Its Differentiation from Gastric 
and Duodenal Ulcers. . 

Basster, A.: A Quantitative Test “a ‘Blantive 
Pancreatic Activity Easily Applied Clinically: 
Tests for the Volume of Pancreatic — and 
Bile Secretions. . A; 

Braascu, W. F.: Differential 1 Diagnosis i in Diseases 
of the Urinary Tract. pe eae 


Hospitals; Medical Education and History 


Stetn, A.: The Uniform Improvement of American 
Hospitals by the American College of Surgeons. . 


vil 


63 





viii INTERNATIONAL ABSTRACT OF SURGERY 


BIBLIOGRAPHY 


Surgery of the Head and Neck Genito-Urinary Surgery 
Head. ..... 64 Adrenal, Kidney, and Ureter............. ‘ 7 
Kye. ee antec eatiae eh aye oe 64 Bladder, Urethra, and Penis...... Renta h 
SIS Ae SR eee eed me Sree nnn ROE coe ea 65 Genital Organs. . “e recent oe . 8o 
Nose and Sinuses ; 66 Miscellaneous................ Rkoaeie cents atone ae 
Mouth....... ; oe ss 66 
- harynx. sees tees = Surgery of the Bones, Joints, Muscles, Tendons 
ec ° p _ oxads : IO 
Conditions of the Bones, Joints, Muscles, Tendons, 
Sur: er of the Nervous Ss stem Etc. . FT ST Re ee ee Ce ee ee rere 81 
gery ; : cS y Surgery of the Bones, Joints, Muscles, Tendons, 
Brain and Its Coverings; Cranial Nerves....... . ie “Sill NEEL Sa a aaa A at iiss &> 
Spinal Cord and Its Coverings............. - 68 Fractures and Dislocations.................. 82 
Peripheral Nerves. ............ tetas - ©8 Orthopedics in General ........... reat 83 
Sympathetic Nerves. ..........0.0.55. . 68 
Miscellaneous............. era . 68 
ieee Surgery of the Blood and Lymph Systems 
Surgery of the Chest Blood Vessels................ Brive . & 
Chest Wall and Breast.................. . 69 Blood; Transfusion. ........... set eeeeeee 84 
Trachea, Lungs, and Pleura.............. _.. 6g Lymph Vessels and Glands.............. . 84 
Heart and Pericardium.................. . 69 
(Esophagus and Mediastinum............. 69 Surgical Technique 
DPRINCOTIOMOOUS..... ccc ee enes esa ater e ts » go 
Operative Surgery and Technique; Postoperative 
Surgery of the Abdomen TOOMUMBOME,. 2.2... ee se rerevesscecerers 85 
’ ; . wi Antiseptic Surgery; Treatment of Wounds and 
Abdominal Wall and Peritoneum.......... irae, RS Se ee ne 85 
Gastro-Intestinal Tract... ....ccscccccsees .- 70 Angsthesia...... CR RACs ens a Ne ieee 
Liver, Gall Bladder, Pancreas, and Spleen......... 72 : 
er ere errr spe ; ' . 
= ™ Physicochemical Methods in Surgery 
Gynecology Roentgenology...... PG af gates 85 
OO ECS ae 8 ne _ 74 Radium.......... 5 peri tees 86 
Adnexal and Periuterine Conditions. ..... 5 .. 75 Miscellaneous... . ; eee ar 86 
External Genitalia...... , 
Miscellaneous. ...... ti in ead . Miscellaneous 


Clinical Entities—General Physiological Conditions 86 


Obstetrics General Bacterial, Mycotic, and Protozoan Infec- 
Pregnancy and Its Complications....... . 96 IIR ahate wie cise bree nnd arate diathiese 4.4 oe wind xe 86 
Labor and Its Complications....... : von WE TR iii viccdcssrcscccs cece nes . 86 
Puerperium and Its Complications . 77 Surgical Pathology and Diagnosis...... Pie . 80 
a eee its . 78 Experimental Surgery.............. ese . 86 
Miscellaneous............. Pinas ia alate py eee Wisse ece 78 Hospitals; Medical and History........... ca: ae 








of 


85 
86 
86 





OF THE 


Albrecht, P., 15 
Andrus, De W., 13 
Ball, C. F., 6: 
Bancroft, F. W., 43 
Bassler, A., 31 
Beatson, Sir G. T., 43 
Beekman, F., 52 
Bell, H. G., 13 
Bérard, 46 

Berg, A. A., 18 
Beuttner, O., 25 
Bleibaum, I., 62 
Bloch, A., 40 
Bockus, H. L., 32 
Bohan, P. T., 17 
Boldyreff, W. N., 1 
Braasch, W. F., 42 
Brasser, A., 23 
Brickner, W. M., 43 
Bruellowa, L., 55 
Bumpus, H. C., Jr., 40 
Cannaday, J. E., 53 
Case, J. T., 1 
Casper, L., 40 
Cederberg, O. E.., 17 
Clute, H. M., to 
Cole, H. N., 59 
Colp, R., 3 

Conwell, H. E., 52 
Cotte, 26 

Crohn, B. B., 18 
Cutler, G. D., 15 
Czirer, L., 27 
Dandy, W. K., 11 
DeLee, J. B., 37 
Desmarest, E., 24 





INTERNATIONAL ABSTRACT OF SURGERY 


AUTHORS 


De Verebely, T., 13 
Downing, J. A., 2 
Drury, D. W., 3 
Duggan, D. J., 25 
Dunphy, E. B., 7 
Elfving, A. R., 21 
Ernst, Z., 26 

Estes, W. L., 46 
Eusterman, G. B., 22 
Fergus, A. F., 1 
Ferguson, L. K. 
Finsterer, H., 2 
Fischer, B., 11 
Foerster, J., 26 
Folsom, A. I., 41 
Folstein, I. L., 3 
Fredet, P., 50 

Frigyesi, I., 35 

Funk, E. H., 13 
Gaarde, F. W., 14 
Giffin, H. Z., 55 

Gold, E., 21 

Greene, D. C., to 
Haden, R. L., 17 
Hamilton, B. E., 5, 6, 7 
Hammerschlag, 37 
Hargis, E. H., 21 
Henderson, M. S., 44 
Hertle, J., 23 

Heuer, G. J., 13 
Hirsch, L., 51 
Hoernicke, C. B., 25 
Hofmann, M., 18 
Hommel, O., 40 

Janes, M. L., 56 
Jolondz, A., 30 


ey 
2 


ORIGINAL CONTRIBUTIONS WHICH ARE ABSTRACTED IN 


Keller, W. L., 50 
Key, B. W., 2 
Kindberg, M. L., 40 
Klein, E., 18 

Klinge, F., 4 

Kocn, H., 48 

Koch, K., 54 
Kovacs, 12 
Kreutzmann, H. A. R., 24 
Krompecher, E., 33 
Lahey, F. H., 3, 4, 8, 23, 31 
Lahm, W., 33 
Langworthy, M., 52 
Lawson, J. D., 33 
Lemon, W. S., 34 
Leriche, R., 43 
Livermore, G. R., 40 
Mahle, A. E., 34 
M’Crea, E. D., 16 
M’Swiney, B. A., 16 
McVicar, C. S., 20 
Mercier, O., 24 
Meulengracht, E., 30 
Meyer-May, J., 31 
Miescher, 59 

Milch, H., 43 

Milk6, 12 

Milliken, G., 28 
Morison, J. W., 16 
Moynihan, Sir B., 29 
Niedermeyer, A., 37 
Norbury, L. E. C., 2 
Nuzum, J. W., 63 
Ormés, P., 12 

Patel, M., 54 
Perthes, G., 11 


THIS NUMBER 


Piersol, G. M., 32 
Plummer, W. A., 8 
Policard, A., 43 
Prangen, A. D., 1 
Pribram, E. E., 34 
Randall, L. M., 33 
Rankin, F. W., 29 
Ravdin, I. S., 57 
Rittmann, R., 12 
Robertson, H. E., 21 
Rosenthal, F., 27 
Schaanning, G., 38 
Schlesinger, B. E., 16 
Schneider, H., 17 
Schoenbauer, L., 28 
Schultze, F., 53 
Sénéque, J., 55 

Size, L. F., 9 

Stein, A., 63 
Steindler, A., 46 
Stopford, J. S. B., 16 
Szappanyos, B., 26 
Tavernier, 31 
Theilhaber, F. A., 39 
Thring, E. T., 26 
Vance, C. A., 48 
Weidenreich, F’., 45 
Weigeldt, W., 58 
Wertheimer, 46 
Whitaker, L. R., 28 
Wilson, J. G., 3 
Withers, S., 61 
Wolbach, S.B., 69 
Wood, F. C., 62 
Wright, R. E., 2 








EDITOR’S COMMENT 


BSTRACTS of a number of important pa- 
A pers concerned with various phases of ab- 
dominal surgery appear in this month’s 
issue of the INTERNATIONAL ABsTRACT. An an- 
alysis by Hofmann of the Meran Hospital, Aus- 
tria, of forty-four secondary laparotomies after 
operation for gastric ulcer (p. 18) illustrates graph- 
ically the complications that may follow opera- 
tions upon the stomach. The development of a 
vicious circle, recurrence of the ulcer, the forma- 
tion of a jejunal ulcer, and the infrequent occur- 
rence of a complicating carcinoma are emphasized 
in this series of cases. 

Robertson and Hargis of Rochester, Minnesota, 
in an anatomical study of duodenal ulcer based on 
2,000 routine postmortem examinations (p. 21) 
call attention to the fact that duodenal ulcers 
occur more frequently than gastric ulcers; that 
the former often cause definite deformities of the 
duodenum; and that peptic ulcer is a common 
finding in patients dying from thyroid disease. 

Moynihan (p. 29) in a particularly helpful and 
suggestive paper discusses the subject of chole- 
lithiasis. He emphasizes the importance of hyper- 
cholesterolemia as a diagnostic aid and the in- 
adequacy of medical measures after stones have 
formed. He describes the signs of an infected gall 
bladder and the differentiating symptoms of two 
types of hepatic insufficiency which may follow 
surgical operation. 

The question of peritoneal drainage is discussed 
by Albrecht of the Queen Elizabeth Hospital of 
Vienna (p. 15) in a paper appearing originally in 
the Wiener klinische Wochenschrift. He empha- 
sizes the growing tendency to depend on the nat- 
ural defensive mechanism of the peritoneum rather 
than on mechanical drainage. Another contribu- 
tion on the same subject by Gardner of Cincinnati 
will appear in an early number. 

The ever-increasing interest in thoracic surgery 
and the value of surgical imagination are illus- 


trated in Heuer, Andrus, and Bell’s description 
of the experimental transplantation of the dia- 
phragm as a preliminary measure in the surgical 
treatment of lesions of the lower end of the cesoph- 
agus (p. 13). Surgeons will watch with keen 
interest the development of a method that ren- 
ders the cesophagus more accessible and that 
lessens the operative risk in cases of cesophageal 
cancer and stenosis. 

The subject of thyroid disease is represented 
this month by a number of interesting abstracts, 
the majority from the Lahey Clinic of Boston. A 
brief abstract also of Plummer’s report on the use 
of iodine in goiter (p. 8) describes in a very few and 
simple words a therapeutic measure that has pro- 
duced within the past two years a remarkable 
change in the prognosis and management of cases 
of exophthalmic goiter. 

Hommel’s report of the results of implantation 
of the ureter in cases of ureterovaginal fistula 
(p. 40) emphasizes the seriousness of this pro- 
cedure and the uncertainty of successful results 
as far as function and adequate drainage of the 
kidney are concerned. Braasch’s discussion of 
the differential diagnosis of diseases of the urinary 
tract (p. 42) contains a number of helpful sugges- 
tions, particularly with reference to the interpre- 
tation of roentgenological findings. 

Frigyesi’s report before the Tenth Hungarian 
Surgical Congress on local anesthesia in gyneco- 
logical operations (p. 35), DeLee’s description of 
the technique of cervical cesarean section under 
local anesthesia (p. 37), and Weigeldt’s report of 
three cases of injury of the spinal cord following 
spinal anesthesia (p. 58) touch a number of 
phases of surgical practice. Weigeldt’s statement 
that symptoms of cord injury may appear only 
after a considerable interval of time has elapsed 
suggests the importance of prolonged observation 
of patients after the injection of spinal anzsthetics 
and the necessity of conservatism in their use. 
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Case, J. T., and Boldyreff, W. N.: A Study of the 
Influence of High Voltage Roentgen Irradia- 
tion on Salivary Secretion in Dogs, and Its 
Effect on the Sensibility of the Buccal Mucosa. 
Am. J. Roentgenol., 1925, xiii, 130. 

The experiments reported in this article were car- 
ried out on three dogs with permanent salivary fis- 
tula. Pavlov’s method was employed. Quantita- 
tive and qualitative determinations were made of 
the secretory responses to both “conditioned” and 
“unconditioned ” reflexes. Irradiation was then given 
the salivary glands by the following technique: 200 
kv., a filter of 1 mm. of copper and 1 mm. of alumi- 
num; a distance of 50 cm., and 450 ma.-min. The 
saliva was studied twenty-four hours, forty-eight 
hours, seventy-two hours, and one week after the 
irradiation. 

The secretory activity of the glands was reduced 
to one-fourth or one-fifth of the normal activity. 
The decrease was noted for both the conditioned 
and unconditioned reflexes. If the decrease in secre- 
tion was due to diminished sensibility of the buccal 
mucosa these would not have been affected directly. 
Hence it is inferred that the glands themselves were 
affected. The maximum reduction was observed one 
month after irradiation. The quantity of secretion 
then slowly returned to normal. 

The composition of the saliva was less markedly 
affected. The salivary changes are not yet clearly 
understood and will be given further study. No his- 
tological studies were made of the glands when they 
were altered functionally. 

During these experiments it was noted that the 
dogs experienced great difficulty in getting rid of the 
tenacious masses of bread crumbs, and that they 
showed less excitement when the acid was put into 
their mouths. These observations suggested that 
the sensibility of the buccal mucosa was diminished. 
To confirm this hypothesis, the sensibility of different 
parts of the mouth was measured by means of a 
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Dubois-Reymond indication coil in a second series 
of dogs. Another study was made on six patients. 

It was found that large doses of short roentgen 
rays diminished sensibility. The curves followed the 
curves of diminished salivary secretion very closely, 
but recovery was less complete. 

From these facts it appears logical to conclude 
that there is also a reduction in special sensations 
such as taste. This is in accordance with clinical 
observations. 

In dogs, the authors noted decrease in the ability 
to control the various muscular movements associ- 
ated with mastication and deglutition. They con- 
clude that this phenomenon must depend upon an 
action on the peripheral motor nerves. 

Cuarves H. Heacock, M.D. 


EYE 
Fergus, A. F.: Miner’s Nystagmus: Its Diagnosis 
and Origin. Proc. Roy. Soc. Med., Lond., 1925, 
xviii, Sect. Ophth., 17. 

Miner’s nystagmus was formerly attributed to 
poor illumination and the positions assumed by the 
workers in the mines. In a review of many cases in 
many different mining areas these factors were found 
not to be constant. Because of the oscillatory move- 
ments, the head tremors, and the irregularity of the 
pulse, the theory was then advanced that the dis- 
order is the result of a poisoning which involves the 
cerebral centers. 

The author believes that there are good grounds for 
ascribing the symptoms to a specific micro-organism, 
and suggests that a thorough investigation be made 
in this direction. 

With regard to the symptoms he points out that a 
diminution of vision is very characteristic of true 
miner’s nystagmus. Virci. Wescott, M.D. 


Prangen, A. D.: The Early Care of Cross-Eyed 
Children. Med. Clin. N. Am., 1925, viii, 1221. 


The family physician should be informed concern- 
ing the early care of cross-eyed children as he is the 
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first to be consulted. Corrective measures are use- 
less or only partly successful if they are not instituted 
early. The factors which produce strabismus in chil- 
dren are: 

1. Primary: (a) defective fusion sense; (b) un- 
corrected errors of refraction, particularly inequality 
of refraction in the two eyes; (c) poor vision from 
any cause. 

2. Secondary: (a) disturbances of general health, 
acute or chronic; (b) physical trauma. 

The cross-eyed child early becomes shrinking and 
sensitive, and often in adult life develops an in- 
feriority complex. This complex and his apparent 
physica] defect are serious handicaps in business. 

The most serious result of neglect or poor manage- 
ment is blindness from disuse of one eye. The young- 
er the child the more rapidly blindness develops. A 
child who has strabismus when he is 6 months old 
will become amblyopic in eight or ten weeks. The 
rapidity of the change decreases with age until, with 
the onset of strabismus at the age of 6 years, amblyo- 
pia does not develop. 

Secondary contraction of extra-ocular muscles 
from long-standing improper position is also the re- 
sult of neglect, rendering operative or non-operative 
treatment very difficult and uncertain. 

In the treatment, both eyes must be kept in use 
by covering the good eye a part of each day and thus 
forcing the use of the poorer eye. For the same pur- 
pose weak atropine may be used at intervals in the 
good eye. In alternating strabismus these measures 
are unnecessary. Correction of refractive errors is 
also indicated. Strabismus is often immediately im- 
proved by the adjustment of proper lenses. In some 
cases the correction of slight errors of refraction 
causes the immediate disappearance of strabismus. 
If deviation continues, the good eye should be cov- 
ered at intervals. Diffusion sense should be strength- 
ened if possible by proper exercises under profession- 
al supervision. 

The author believes that if proper treatment were 
instituted at once and strictly adhered to in all cases 
of early strabismus in children a permanent cure 
would often result, amblyopia exanopsia would be 
practically abolished except in the few cases in 
which it is congenital, operation for the correction 
of strabismus would be necessary in only a small 
percentage of cases, and operation could be more ef- 
fectively and successfully performed when indicated. 


Key, B. W.: A Congenital Zonular Opacity of the 
Cornea. Am. J.Ophth., 1925, 3 s. viii, 97. 


Key describes very minutely a case of congenital 
zonular opacity of the cornea in a young man who 
complained of headache and reduced vision in the 
right eye, which he claimed came on two weeks pre- 
viously following an injury. 

Examination revealed a disciform arrangement of 
apparently yellowish-brown granules distributed 
very uniformly over the entire pupillary area and a 
I mm.-portion of the iris. These granules were in 
the superficial layers of the substantia propria and 
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sharply delimited by a white line of opacity drawn 
about the margin of the corneal disc. Under the 
slit-lamp microscope the granules appeared round, 
almost snow-white, and refractive. The opaque line 
was similar to a nebula of the cornea and was located 
in the superficial layer of the granules. 

The posterior layers of the cornea, the posterior 
corneal surface, the anterior chamber, the aqueous, 
the iris, and the pupil were normal. 

Vision was 20/70 plus, and with a—1.25 C axis, it 
was 20/50. 

The left eye was negative. Both the laboratory 
tests and the physical examination were negative. 
No similar case could be found in a careful review of 
the literature, and it was impossible to classify this 
case in any group reported. 

Because of the lack of any evidence of similar 
changes in the left eye or other ocular or physical 
abnormality, Key concluded that the condition was 
not due to the slight injury sustained eleven days 
previous to the examination but was congenital and 
analogous to a congenital zonular opacity of the lens. 

L. L. McCoy, M.D. 


Downing, J. A.: Interstitial Keratitis: Treat- 
ment, Results, and Case Reports. J. Jowa 
State M. Soc., 1925, xv, 60. 

Ophthalmologists have been cautious in ad- 
ministering arsphenamine as they have feared arseni- 
cal neuritis, but because of the frequency of syphilis 
and its ocular manifestations, the author believes 
that it should be promptly employed to prevent 
tissue changes. 

Even though it is still debatable whether ars- 
phenamine is efficacious in the treatment of inter- 
stitial keratitis, Downing uses it in small doses, fre- 
quently repeated. He gives dionin also, when neces- 
sary, atropine, mercury to the limit, and arsphena- 
mine or neo-arsphenamine as an accelerator. In his 
twenty cases the salvarsan apparently caused rapid 
progression and retrogression resulting in consider- 
able time saving and leaving less of a permanent 
deposit on the cornea and better resulting vision. 
The unaffected eye was safeguarded by a rapid in- 
crease in resistance. _Grorce R. McAu.irr, M.D. 


Wright, R. E.: A Series of 250 Cataract Extractions 
by Barraquer’s Method. Brit. J.Ophth., 1925, 1x, 
57- 

From his experience with 250 Barraquer opera- 
tions and 1,279 other operations, Wright draws the 
following conclusions: 

1. The Barraquer operation is the best intra- 
capsular operation. , 

2. It is contra-indicated in cases with a bulging 
eye, a friable capsule, an immature cataract with a 
normal suspensory ligament, and morgagnian cata- 
ract. 

3. The beginner with this method is very apt to 
allow the cup to become engaged in the iris. 

Wright believes that the ultimate criterion of the 
value of the intracapsular operation is the effect 
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upon the vitreous of the removal of the suspensory 
ligament and the capsule. It is possible that this 
removal may cause aqueous circulatory changes and 
vitreous opacities. Vircit Wescott, M.D. 


EAR 


Wilson, J. G.: The Physiology of the Labyrinth. 
Arch. Otolaryngol., 1925, i, 231. 


In briefly reviewing the work of Magnus and his 
co-workers in Utrecht the author expresses the opin- 
ion that it would be hazardous at present to carry 
their findings too hastily over into clinical neurology 
as many readjustments have occurred in the brain 
of the higher mammals and especially in man. 

James C. Braswe ti, M.D. 


Drury, D. W.: Diphtheria of the Ear. Arch. Otolaryn- 
gol., 1925, i, 221. 


The author reviews forty-four cases of diphtheria 
of the ear reported in the period from 1868 to 1924. 
According to careful observers, diphtheritic forms of 
diffuse otitis externa are extremely rare and are 
never a primary condition. True diphtheria of the 
ear is usually due to extension of the infection from 
the nasopharynx. A definite diagnosis is made from 
a bacterial examination. The virulence of the cul- 
ture is determined by animal inoculations. 

The treatment of diphtheria of the ear consists in 
the administration of antitoxin. The prognosis is 
favorable provided the local and general treatment 
have been instituted in time. 

The author reports in detail two cases of diph- 
theria of the ear which have come under his own 
observation. James C. Braswe tt, M.D. 


MOUTH 


Folstein, I. L.: Quartz Light in the Treatment of 
Pyorrhoea. Dental Cosmos, 1925, |xvii, 153. 


Folstein discusses the prophylactic, constitu- 
tional and surgical treatment of pyorrhoea and points 
out the objections to each. 

The only method which he has seen give univer- 
sally good results is quartz light therapy. He makes 
a careful survey of all lesions in the mouth, removes 
anything causing local irritation, and does a thor- 
ough scaling of all teeth. He then applies the ultra- 
violet ray, exerting some pressure with the applica- 
tor. Only three or four teeth are exposed at a time. 
The first treatment is given for one minute on both 
the buccal and the lingual surfaces. Subsequently, 
at intervals of about two days, increasingly long 
treatments are given until improvement is noticed 
or a blister is formed. When blistering occurs, the 
treatment is discontinued for about a week. 

CHARLES W. Freeman, M.D. 


Colp, R.: Dermoid Cysts of the Floor of the Mouth. 
Surg., Gynec. & Obst., 1925, xl, 183. 


Dermoid cysts may be found in the orbit, the 
region of the ear, the nose, the base of the skull, the 


neck, the sternum, the mediastinum, the ovary, the 
sacrum, the wall of the bladder, the scrotum, and 
the perineum. As a group, these tumors are not un- 
common, but those of the floor of the mouth are rare. 

Colp classifies such tumors into three groups: the 
genioglossal, the geniohyoid, and the lateral. When 
they increase in size, they may merge interchange- 
ably. 

The sublingual or genioglossal dermoids are felt as 
small lumps under the tongue, between the frenum 
and the alveolar margin of the incisor teeth. When 
small, they cause no symptoms, but as they grow 
larger the mucous membrane of the floor of the 
mouth is elevated, the tongue is raised, speech be- 
comes altered, and mastication and swallowing be- 
come difficult. When they are very large, they 
cause pressure upon the epiglottis with resulting 
dyspncea. 

The geniohyoid dermoids produce a_ painless 
swelling in the submental region. They grow slowly 
and cause very little discomfort. The patient may 
not be aware of the swelling until his attention is 
called to it. In some cases the cysts may extend 
from the submental region to the hyoid, giving the 
appearance of a double chin. Later they may push 
the larynx downward, and by their growth upward 
may cause a bulge into the floor of the mouth. 

The lateral dermoids may appear as swellings 
under the horizontal ramus of the lower jaw. As 
they expand, they grow downward to the hyoid bone 
or press the floor of the mouth upward, elevating the’ 
tongue and pushing it to the opposite side. 

On physical examination, such tumors are found 
to be soft and cystic, and round, oval, or kidney 
shaped. Their capacity varies from a few cubic 
centimeters to 1,200 c.cm. of fluid. The overlying 
skin is normal in color and freely movable. The 
cyst may be movable in all directions unless it is 
attached to the mandible, the hyoid bone, or the 
thyrohyoid membrane. By continual pressure the 
swelling may cause a change in the position of the 
alveolus of the lower jaw and a horizontal position 
of the teeth. 

The treatment of dermoid cysts of the floor of 
the mouth is surgical. 

MatTHEW N. FeperspieL, M.D. 


NECK 


Lahey, F. H.: The Evolution of a Thyroid Clinic. 
Surg. Clin. N. Am., 1924, iv, 1350. 

Thyroid surgery is of such a nature that it cannot 
be conducted by the same plan as the surgery of ap- 
pendicitis, gall stones, or gynecological conditions. 
It is evident that one cannot go to a suburban hos- 
pital, see there a case of exophthalmic goiter (pri- 
mary hyperthyroidism), operate upon it casually, 
leave it for the family physician to care for, and ex- 
pect to maintain a mortality rate superior to that 
already existing. 

Toxic goiter is of such seriousness and so prone to 
assume sudden alarming and unusual phases, that 
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its successful management demands centralization 
and individualization of the cases and specialization 
in the treatment. 

To decrease the danger from postoperative thyroid 
storms Lahey advocates multiple-stage procedures. 
The various steps of these procedures are ligation of 
the right superior pole, ligation of the left superior 
pole, ligation of the right inferior thyroid artery, 
ligation of the left inferior thyroid artery, elevation 
of the skin flap, right subtotal hemithyroidectomy, 
and left subtotal hemithyroidectomy. Lahey has 
employed the entire seven-stage procedure only once; 
the five-stage and six-stage procedure in less than 1 
per cent of his cases; the four-stage procedure in 6 
per cent; the three-stage procedure in 20 per cent; 
the two-stage procedure in 35 per cent; and the one- 
stage procedure in 38 per cent. 

In support of these procedures he states that dur- 
ing 1921, he performed 342 operations on 225 pa- 
tients, with three deaths; during 1922, 450 thyroid 
operations on 321 patients, with one death; and 
during 1923, 584 thyroid operations on 430 patients, 
with three deaths, a total of 1,376 operations on 976 
patients, with seven deaths. Of a group of 1,258 
cases operated upon within the last few years at his 
clinic, 583 were cases of primary hyperthyroidism, 
with a mortality of 1.7 per cent; 320 were cases of 
secondary hyperthyroidism, with a mortality of 2.1 
per cent; and the remainder were cases of non-toxic 
goiter, with a mortality of 0.51 per cent. 

Lahey is opposed to the X-ray treatment of toxic 
goiters because it requires at least three months to 
ascertain whether or not it will be effectual. A much 
lower percentage of cases are benefited by the X-ray 
than by surgery, and in the cases that are benefited 
by the X-ray the percentage of recurrence is much 
higher than in those treated surgically. 

Lahey is convinced that there are two causes of 
failure to cure hyperthyroidism by surgical methods. 
One is the removal of an insufficient amount of thy- 
roid tissue. Lahey believes that it is necessary to 
remove at least from four-fifths to five-sixths of the 
entire hyperplastic thyroid to insure a complete and 
permanent cure. The other cause of failure is the 
mistaking of neurocirculatory asthenia for hyper- 
thyroidism. STANLEY J. SEEGER, M.D. 


Lahey, F. H.: Aberrant Goiter. Surg. Clin. N. Am., 
1924, iv, 1405. 

If it be accepted that there is only a median an- 
lage, its point of origin is represented in the adult by 
the foramen cecum. A majority of aberrant thyroids 
exist from this point to the normal location on the 
tracheal rings; these are due either to failure of the 
entire thyroid to descend, or to segments of thyroid 
left behind in the course of its descent. 

Most of the aberrant thyroids are situated between 
the hyoid bone and the foramen cecum at the base 
of the tongue, since few thyroids fail to make their 
complete descent if they pass below the level of the 
hyoid. Those which remain at the foramen cecum 
are the true lingual goiters, the intralingual goiters; 


those below the tongue, the sublingual goiters; those 


in front of the larynx, the prelaryngeal goiters. 

Two other not uncommon locations for aberrant 
masses of thyroid tissue are within the superior 
mediastinum and just outside the sternomastoid 
muscle in the posterior triangle of the neck. Since 
neither of these locations is in the course of thyroid 
descent, it must be presumed that these aberrant 
masses represent separated elements of the thyroid 
organ which have remained at one or the other of 
these locations as rests, to be stimulated to growth 
later. 

As a rule, lingual goiters require surgical attention 
only when they cause obstruction. One should an- 
ticipate the possibility of myxoedema following their 
removal. The true lingual goiters are best ap- 
proached through the mouth, and the intralingual and 
sublingual goiters through the floor of the mouth. 

Aberrant thyroids are of interest elsewhere only 
in that they may be distinguished from other tumors 
in the neck requiring removal. 

STANLEY J. SEEGER, M.D. 


Lahey, F. H.: The Treatment of Adenomata of the 
Thyroid. Surg. Clin. N. Am., 1924, iv, 1395. 
Thyroid adenomata should be treated surgically 
when they are unsightly, when they produce pres 
sure, when they are intrathoracic or tend to become 
so, when they occur in women over 40 years of age, 
and when they cause secondary hyperthyroidism. 
Regarding the possibility of malignant degenera- 
tion as an indication for operation in thyroid adeno 
mata the author believes that if it is assumed that 
all breast tumors are surgical, it should be considered 
that thyroid tumors also are surgical, since evidence 
of malignant degeneration in tumors of the female 
breast is much more obvious than it is in the thyroid. 
If discreteness of outline is lost in an adenofibroma of 
the female breast, it may be easily recognized by pal- 
pation because the adenoma is situated in soft tissue 
which lends itself readily to palpation. Adhesions to 
the pectoral fascia or the overlying skin are warnings 
and if malignancy is discovered the organ can be 
radically removed with the adjacent lymph gland. 
Adenomata of the thyroid are rarely diagnosed as 
having become malignant until the process has been 
present for some time. If the malignancy has pene- 
trated the capsule of the thyroid, it has usually pene- 
trated the thyroid gland, involved neighboring struc- 
tures, metastasized into the deep cervical lymph- 
gland, and is beyond hope of surgical removal. Such 
a case is best treated palliatively with the X-ray. 
Of 1,675 patients sent to the metabolism labo- 
ratory of the Lahey Clinic, 1.2 per cent were found 
to have a malignant goiter. 
STANLEY J. SeeGeR, M.D. 


Klinge, F.: Metastatic Colloid Goiter (Ueber dic 
metastasierende Kolloidstruma). Deutsche Zischr. J. 
Chir., 1924, clxxxvii, 317. 

Klinge cites the findings of his own investigations 
against the view of Cohnheim and Ribbert that. 
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under certain circumstances (accidental entrance of 
cells into the blood stream during hemorrhages or 
operations and a suitable predisposition), every goi- 
ter, hypertrophy, and adenoma can metastasize 
without a change in its biological cell characteristics. 

In the case of a woman 46 years old, a pulsating 
neoplastic node the size of an apple developed in the 
region of the manubrium sterni. In addition, pul- 
sating swellings appeared in several bones of the 
extremities and a spontaneous fracture of the leg 
occurred. A severe cachexia of several years’ dura- 
tion terminated in death. 

Clinically there was nothing abnormal about the 
thyroid gland. Histologically, it contained two small 
atypical nodes circumscribed by a little connective 
tissue and differing from the surrounding tissue. In 
these parts there was an atypical immature tissue 
resembling embryonal tissue. This atypical tissue, 
which showed irregular relationships to the stroma 
containing well-developed capillaries, grew into the 
blood vessels and formed blastomatous thrombi. 

The bone tumors presented the characteristic pic- 
ture of highly differentiated carcinoma. 

The ‘‘ metastatic goiter” the author regards as a 
carcinoma in the cells of which the morphologically 
recognizable change is less marked than the biolog- 
ical change which enables the cells to assume a 
limited autodestructive growth. The similarity in 
character of metastasizing thyroid tumors and car- 
cinoma is demonstrated also by the histological 
picture. 

In the case reported it was of interest from the 
clinical standpoint that the metastases in the ster- 
num receded markedly after irradiation. As the re- 
sult of the irradiation, histological examination 
showed firm, hyaline connective tissue with only iso- 
lated islands of carcinomatous tissue and large areas 
of cicatricial tissue. 

The article is illustrated with three photomicro- 
graphs. Von HoFrMann (Z) 


Hamilton, B. E.: The Heart in Toxic Thyroid 
States. Surg. Clin. N. Am., 1924, iv, 1411. 

It is the rule in thyrotoxic states, when the heart 
rhythm is regular, to find the systolic blood pressure 
elevated and the diastolic blood pressure lowered. 
Though there are occasional instances when the 
pulse pressure is one-third or less of the systolic 
pressure, it usually tends to be half of the systolic 
pressure or more. There is little evidence to suggest 
that thyroid toxicity per se tends to cause eleva- 
tion of both the systolic and the diastolic pressure. 

Among many other points in the history and 
physical examination, the heart-rate and _blood- 
pressure findings are of value in the diagnosis of 
thyroid toxicity and in the estimation of the degree 
of toxicity after the diagnosis has been made. 

In the majority of cases the strain of thyroid 
toxicity is well tolerated by the heart. In almost 
two-thirds of definitely toxic cases no serious heart 
changes are found. The forceful beating of the 
heart often simulates enlargement, but careful ex- 
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amination, including teleroentgenograms, shows no 
evidence of true enlargement. 

Systolic murmurs are common in all thyrotoxic 
cases, but are not classifiable and do not run true to 
any type. 

Diastolic murmurs are heard only when there is 
coincident heart disease. 

Though the heart rate is rapid, the rhythm is 
normal. 

Reduplication of sounds sometimes sufficient to 
be called “gallop rhythm” is not uncommon. This 
suggests clinically a myocardial change, but pro- 
longed study of these cases shows that true evidence 
of myocardial damage, such as heart block, is with 
these findings only as a rare coincidence. 

Heart pain is not uncommon in thyrotoxic cases. 
This, however, is not of ill omen, and one never finds 
cases justifying a diagnosis of significant angina 
pectoris. 

The conception of a direct toxic action upon the 
heart causing muscular changes does not apply clin- 
ically to thyroid disease. It is possible that there is 
such action (most of us instinctively expect to find 
evidence of heart-muscle damage in thyrotoxic 
cases), but if such damage occurs it does not show 
itself clinically. For example, one does not find 
among thyrotoxic patients heart conditions sim- 
ilar to those occasionally found in diphtheria in 
which the muscle is often directly damaged. It is 
much more satisfactory to regard the effect of thy- 
roid toxicity on the heart as a continuous mechan- 
ical strain. 

Thyroid toxicity causes definite specific heart 
damage in only certain cases. In these, it causes, 
first, an auricular fibrillation, an absolutely irregular 
heart action. 

Auricular fibrillation may come on at any time in 
thvroid toxicity, and varies in duration. If the at- 
tack stops, it may be repeated at any time, and 
again last for any length of time, but it tends to 
come on, first, in transient attacks and then to be- 
come established. 

Several factors determine whether or not auricular 
fibrillation is present in a given case. The older the 
case, the greater the chance for the development of 
the condition. If there is coincident heart damage, 
such as rheumatic heart disease, thyroid toxicity is 
very apt to cause auricular fibrillation. The more 
severe the toxicity, everything else being equal, the 
greater the chance for auricular fibrillation. 

The onset of an attack is often associated with a 
clear exacerbation of toxic symptoms, such, for ex- 
ample, as that which usually occurs to some degree 
in the forty-eight hours following operative pro- 
cedures; and improvement of the toxic symptoms in 
persons with auricular fibrillation is usually accom- 
panied by a return of the heart to normal rhythm. 

Thyrotoxic cases may be divided into two groups, 
namely, (1) those with exophthalmic goiter or 
Graves’ disease or primary hyperthyroidism, and 
(2) those with adenoma or adenomatous goiter with 
toxic symptoms, secondary hyperthyroidism. The 
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effect on the heart is clinically the same in both. In 
the absence of true signs of congestive heart failure 
and of a history of this condition, all patients with a 
complicating heart disease may be regarded as safe 
operative risks so far as the heart is concerned. 

With regard to the heart condition, patients may 
be divided into the following groups: (1) those that 
have never had auricular fibrillation and will prob- 
ably not have it after operation; (2) those that have 
not had auricular fibrillation but will probably have 
it after operation; (3) those that have had auricular 
fibrillation and will almost certainly have it after op- 
eration; and (4) those that have auricular fibrillation. 

The diagnosis of auricular fibrillation is usually 
not difficult. It depends on an appreciation of a 
continuously disorderly heart action. 

For the last five years it has been the rule in the 
Lahey Clinic never to give digitalis in cases in which 
auricular fibrillation is absent. The only exception 
to this rule is the case of the occasional patient who 
is certain to have an attack of auricular fibrillation, 
but is not in the course of an attack at the time of 
entrance to the clinic. All of the cases with auricular 
fibrillation are digitalized as soon as the diagnosis of 
auricular fibrillation is made. The author has never 
seen a death or serious symptoms which could be 
reasonably attributed to the influence of digitalis 
although a number of patients who died had auricu- 
lar fibrillation for periods of hours or vears before 
death, and were given digitalis as long as they had 
auricular fibrillation and were under the author’s 
care. 

The method of giving digitalis employed at the 
Lahey Clinic is based on prolonged clinical trial, 
carefully observed. A patient who has had no digi- 
talis or digitalis-like drugs for two weeks can stand 
between 18 and 24 gr. of a standardized powdered 
leaf at a single dose. The dry form is used because 
the liquid forms are believed to be less stable and 
therefore require frequent standardization. Usually 
18 gr. are given. Sometimes 6 gr. more are given 
after eight hours. Then, after a period of twenty- 
four hours in which none is given, the administration 
of 3 gr. daily usually serves to keep the patient 
digitalized. Often this dose must be reduced to 2 gr. 
daily after a few days. Sometimes an occasional day 
without digitalis is required. The clinical symptoms 
suggesting too much digitalis are: (1) coupling of 
the beats, (2) vomiting, (3) nausea, (4) loss of ap- 
petite without marked nausea and with a sense of 
prostration associated with a slow heart rate, and 
(5) rarely, a diarrhoea without the other signs. 

STANLEY J. SEEGER, M.D. 


Hamilton, B. E.: Heart Failure (Congestive) As- 
sociated with Thyroid Toxicity. Surg. Clin. N. 
Am., 1924, iv, 1425. 

A diagnosis of thyroid toxicity is particularly dif- 
ficult when congestive heart failure dominates the 
clinical picture and obscures the underlying cause. 
The majority of the patients whose cases have been 
studied by the author gave a history of prolonged 


disability from congestive heart failure before thy- 
roid toxicity was suggested by their condition or 
could be thought of, and presented a picture not 
commonly seen in heart disease, namely, gross signs 
of congestive failure from which they could not be 
relieved by prolonged rest in bed, other measures 
to spare the heart, and digitalization. 

By “‘congestive heart failure” is meant failure of 
the heart to remove the blood from the veins as fast 
as they fill. The resulting venous congestion is evi- 
denced by the following signs: 

1. From congestion in the pulmonary veins, or- 
thopnoea; cough, which may be productive and may 
yield bloody sputum; rales, usually most numerous 
and often found only at the bases of the lungs poste- 
riorly; and a decrease of vital capacity. 

2. From congestion in the systemic veins, en- 
largement of the liver, and secondary to this, ten- 
derness, pain, and sometimes jaundice. Overfullness 
of the neck veins may be demonstrable, but it is a 
difficult sign to be sure of. 

There may be also a general oedema, but this is 
not an essential part of the picture, and when present 
is best considered a late result of the venous conges- 
tion. 

The two venous systems are usually involved 
simultaneously. Only occasionally, cases show the 
lung congestion without demonstrable liver engorge- 
ment. In rare cases there is marked liver engorge- 
ment without signs in the lungs. 

Congestive failure may come on suddenly or slowly, 
and may vary greatly in degree. Occasionally, pa- 
tients may be up and about, and at least attempting 
to work in spite of gross congestive failure. The 
symptoms tend to be markedly aggravated by exer- 
tion. 

Breathlessness, a rapid heart rate, and cedema are 
a triad often thought of as signs of cardiac decom- 
pensation, but by themselves are not evidence of a 
failing heart. A rapid heart rate and breathlessness 
are almost always present to some degree in thyroid 
toxicity, but congestive heart failure is present only 
in occasional thyrotoxic cases. 

Cases with breathlessness and rapid heart rates 
may be divided into two groups: (1) a small group 
in which the veins are congested because the heart 
is not doing its work, and (2) a large group in which 
the veins are not congested and the heart is doing its 
work. 

The group that shows congestive failure in as- 
sociation with thyroid toxicity includes, as is to be 
expected, a small number with severe coincident 
heart damage, but the others (more numerous) are 
those of persons who, so far as can be ascertained, 
would not be likely to develop heart failure under 
any ordinary strain and whose heart failure is due 
primarily to the strain of thyroid toxicity. 

Basal metabolism estimates made to confirm a 
thyroid toxicity, when this is suspected in such pa- 
tients, are very difficult to interpret. In persons with 
congestive heart failure the basal metabolism tends 
to be elevated even in the absence of thyroid toxicity. 
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The difficulties of diagnosis in this group of cases 
and many case histories the author has seen suggest 
that congestive heart failure must frequently be 
diagnosed and treated as uncomplicated heart dis- 
ease when the cause of the condition is a thyroid 
toxicity. 

There would be little incentive, perhaps, to search 
for a rare thyroid toxicity as a possible cause of con- 
gestive heart failure were there no satisfactory 
treatment, but the response of such cases to surgical 
treatment is truly astonishing. 

The author gives the history of a patient with con- 
gestive heart failure whose condition, in spite of rest 
in bed in a hospital with special nursing, thorough 
digitalization, dietetic measures, and medication, 
remained absolutely stationary. 

Lahey finally did a pole ligation under local anes- 
thesia. This procedure was well tolerated, and after- 
ward slight improvement was noted for the first 
time. Subtotal thyroidectomy, done six weeks later, 
was followed by complete disappearance of the signs 
of congestive failure. Three months later the patient 
was able to do housework, and after a few months 
she took up the teaching of music in addition. To- 
day, two and a half years since the thyroidectomy, 
she is still without any sign of heart failure. 

Since the first of this year, sixteen cases of this 
type have been operated upon with only one death. 
One patient, who had been disabled by congestive 
heart failure for several months before the operation 
in spite of rest in bed, was operated upon successfully 
in two stages, went home, and resumed slight activ- 
ity, but suddenly developed hemiplegia, probably of 
embolic origin. It is too soon to draw conclusions as 
to the return of full ability in this group of cases, but 
many of the patients have already returned to active 
duty. 

Thirty-nine patients were operated upon before 
January 1, 1924. Two cannot be traced. One died 
at operation. All of the others were completely re- 
lieved of congestive failure. Five have died since 
they left the hospital. The thirty-one others are 
maintaining full activity. The average time of full 
activity has been two years. The average time of 
complete disability before operation was twenty 
months. STANLEY J. SEEGER, M.D. 


Hamilton, B. E.: Difficulties of Diagnosis of Toxic 
Symptoms Referable to the Thyroid Gland. 
Surg. Clin. N. Am., 1924, iv, 1443. 

In possibly toxic cases it is not primarily a ques- 
tion of whether or not the patient has a toxic 
adenoma or Grave’s disease. The question to be 
answered is whether the disability can be referred 
to the thyroid gland. 

It seems doubtful that the present operative mor- 
tality can be reduced very much more with patients 
as they are, whatever added ingenuity is used in 
their preparation and treatment. On the other hand, 
it is clear that many patients who are very poor 
operative risks have been through a period when a 
diagnosis of toxicity could have been made while 
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they were still excellent surgical risks. 
number of the deaths occur in this group. 

The diagnosis of thyroid toxicity is not on a satis- 
factory basis. The only indirect laboratory test 
which at present appears to be of much clinical 
value is the estimation of the basal metabolic rate. 
In general, basal metabolism estimations are made 
only after the presence of thyroid toxicity is sus- 
pected. To be of value the test must be made in a 
carefully conducted laboratory. The errors due to 
faulty technique are well known. Individuals vary 
greatly in their reaction to the test. Repeated 
readings on succeeding days show aStonishing varia- 
tions—usually from a higher to a lower reading, but 
sometimes in the other direction. This is true of 
both toxic and non-toxic persons. Moreover, iodine 
in some form has been taken by nearly all patients 
before they come to the clinic, and this obscures the 
toxicity and increases the difficulties of diagnosis. 
It seems proved that in certain toxic cases iodine 
tends to lower the basal metabolism to some degree. 
A small but important group of suspected thyro- 
toxic patients have a complicating disorder which 
in itself disturbs the basal metabolism. 

Close to 30 per cent of all patients referred to the 
thyroid clinic fail to show any disease referable to 
the thyroid gland. By far the largest number in 
this group have no disease whatsoever, but are dis- 
turbed chiefly by the symptoms of increased fatig- 
ability, tremor, a rapid heart rate, and emotional 
and vasomotor disturbances. These cases of ‘‘neuro- 
circulatory asthenia,” “effort syndrome,”’ and ‘“‘neu- 
rasthenia”’ offer the greatest problem in the differen 
tial diagnosis. The majority of cases of unrecognized 
thyrotoxicosis have been previously treated for 
‘heart disease.” 

Thyroid toxicity may come on at any time. Its 
symptoms are variable. Many cases never become 
clear cut. The condition may simulate a variety of 
disorders, particularly heart disease, tuberculosis, 
and diabetes. It may suggest also the nausea and 
vomiting of pregnancy or an acute surgical ab 
dominal condition. Many of its common symptoms 
are those of neurasthenic states, the most common 
of all complaints. There are few causes of chronic 
disability that yield so readily to treatment. 

STANLEY J. SEEGER, M.D. 


A large 


Dunphy, E. B.: The Treatment of the Eyes in Ex- 
ophthalmic Goiter. Surg. Clin. N. Am., 1924, 
iv, 1439. 

In exophthalmic goiter the eyes demand the most 
careful supervision next to the heart and circulation. 
Since corneal ulceration due to lagophthalmos, when 
once started, often leads to partial or complete blind- 
ness, it behooves the physician in charge of a case of 
exophthalmic goiter to treat the eyes prophylacti 
cally for ulceration of the cornea. 

The damage to the cornea is due not entirely to 
the exposure from the exophthalmos, but in part also 
to a spasm of the levator palpebre muscle which 
keeps the upper lid retracted and causes pressure on 
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the anterior segment of the eye (Dalrymple’s sign). 
There is also a diminished tendency to perform the 
act of winking (Stellwag’s sign), which increases the 
liability to corneal desiccation. 

It is important to have the patient observed for 
exposure of the sclera or cornea during sleep. When 
the sclera alone shows, vaseline should be instilled 
in the cul de sac when he retires. If the absence of 
winking is marked, it is best to instill vaseline three 
times a day. 

In cases in which the lowest part of the cornea is 
visible during sleep the lids should be strapped firm- 
ly together with adhesive tape. If ulceration of the 
cornea has already developed, radical measures 
must be resorted to for preservation of the eyes. In 
moderately severe cases of long standing, these con- 
sist in closure of the palpebral fissure by sutures. 
In cases of rapidly increasing exophthalmos in which 
other methods fail the removal of a quantity of fat 
from the orbit through the lower fornix is indicated. 
When luxation of the eyeball threatens, decompres- 
sion of the orbit by removal of the temporal wall is 
justifiable. STANLEY J. SEEGER, M.D. 


Lahey, F. H.: Preliminary Ligations in Thyroidism. 
Surg. Clin. N. Am., 1924, iv, 1373- 

There is as yet no tangible evidence to explain im- 
provement following pole ligation. It has been as- 
sumed that the limitation of the blood supply caused 
by ligation of the two superior thyroid vessels, for 
example, cuts down to some degree the ability of the 
gland to function. Such is the vascularity of the 
gland, however, that at operation following prelim- 
inary pole ligations it is found in no way lacking a 
plentiful supply of blood. 

It has been assumed also that the ligature which 
surrounds the superior thyroid vessels includes also 
the nerves from the superior cervical sympathetic 
ganglia, thus interrupting the conductivity of the 
nerves and lessening the impulses coming to the 
gland along this tract. 

This theory is possible, but in actual‘ practice it is 
impossible to be sure, first, that the nerve is included 
in the ligature, and, second, that its inclusion is the 
cause of the improvement. 

That obvious clinical improvement follows pole 
ligation no one who has observed large numbers of 
cases will fail to admit. However, this is not the sole 
reason for subjecting cases of doubtful operability to 
preliminary pole ligations and partial operative pro- 
cedures upon the thyroid gland. Lahey holds to 
preliminary partial procedures in the surgery of 
severely toxic goiter also because of its test-out value 
as related to the ability of the patient to withstand 
operative procedures, and this, he believes, to be of 
equal value with the general improvement gained by 
the procedure. 

Eventually, Lugol’s solution may perhaps replace 
preliminary pole ligation, to a great extent, but of 
this Lahey is still much in doubt. 

The technical steps of superior pole ligation in- 
clude the demonstration of the common carotid ar- 


tery and internal jugular vein opposite the level of 
the upper pole of the gland, the retraction of these 
vessels outward, the retraction of the oblique fibers 
of the omohyoid muscle inward, and complete ex- 
posure of all structures entering the upper pole of the 
gland. By means of the special carriers, the passer is 
carried down along the external plate of the thyroid 
cartilage well back behind the posterior aspect of the 
entering vessels and safely out beside the retracted 
great vessels. By this method one may be sure that 
the ligature entirely surrounds the pole. Since the 
great vessels commonly lie in close contact with the 
upper pole, it has been the author’s experience that 
only by this maneuver of retracting them may one be 
certain that the ligature entirely surrounds all enter- 
ing structures without injuring the common carotid 
artery, the vagus nerve, or the internal] jugular vein. 
STANLEY J. SEEGER, M.D. 


Plummer, W. A.: Iodine in the Treatment of 
Goiter. Med. Clin. N. Am., 1925, viii, 1145. 

The administration of iodine in minute quantities 
is efficient as a prophylactic measure against goiter, 
but after an abnormal amount of colloid has been 
deposited, many thyroid glands seem to be unable 
to utilize iodine satisfactorily, even though it is 
supplied in sufficient quantity, and absorption of 
the colloid occurs only after the gland has been put 
at complete rest by the administration of the neces- 
sary desiccated thyroid or thyroxin. 

The basal metabolic rate of the majority of pa- 
tients having diffuse colloid goiters of adolescence is 
below the average normal. When 5 or 10 mgm. of 
thyroxin are injected intravenously or an equivalent 
dose of desiccated thyroid is given by mouth and 
absorbed, a definite reduction in the size of the gland 
takes place in from twenty-four to thirty-six hours. 
If, following the initial dose, sufficient thyroxin or 
desiccated thyroid is given by mouth to maintain 
the basal metabolic rate at normal or slightly above 
normal, large goiters of this type may become barely 
palpable in from two to twelve weeks. The dosage 
should be controlled by frequent basal metabolic 
rate determinations. Adenomatous nodules scat- 
tered throughout the gland may render treatment 
ineffectual. If the goiter contains adenomatous tis- 
sue, the administration of iodine is not a safe pro- 
cedure, especially after the age of adolescence. 

Desiccated thyroid, when administered in sufli- 
cient quantity, will produce a hyperthyroidism, but 
unlike iodine it apparently does not cause the ade- 
nomatous tissue to hyperfunction, and when its use 
is discontinued the symptoms gradually subside. 
However, the administration of desiccated thyroid 
seldom causes a satisfactory reduction in the size of 
an adenomatous goiter. In older patients, especially 
those past 25 years of age, an adenomatous goiter 
of any considerable size, even though associated with 
much diffuse colloid enlargement, requires surgical 
treatment. 

Plummer introduced the use of iodine in the treat 
ment of exophthalmic goiter at the Mayo Clinic 1n 
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March, 1922. Previous to thyroidectomy, 10 m. of 
Lugol’s solution are now given as a routine three 
times a day for at least seven days. In the cases of 
patients who have been in a particularly poor con- 
dition and are at the end of this period rapidly im- 
proving the solution is administered for a longer 
period. To patients in a crisis or near-crisis, 50 m. 
are given during the first two or three hours, by 
mouth if it can be retained, otherwise by rectum. If 
the patient is in a crisis, this is followed by 50 m. 
during the following forenoon. 

The results may be briefly stated as follows: 

The symptoms characteristic of the disease as dis- 
tinguished from the symptoms that might result 
from the administration of thyroxin disappear in 
from one to ten days. This includes the “stare” but 
not the exophthalmos, which in a sense remains a 
deformity. The crisis is always controlled within a 
few hours. Asa rule, the patient can take food with- 
in twenty-four hours. For many years in the Mayo 
Clinic there has been an average of about fifteen 
deaths a year in cases of exophthalmic goiter not 
treated surgically. Since the introduction of the use 
of iodine this mortality has been rapidly reduced. 
From January 1 to September 1, 1924, from 600 to 
700 new cases of exophthalmic goiter were observed 
in the Clinic. In this period there were no deaths 
during medical treatment. The operative mortality 
has been reduced 2 per cent or more by the adminis- 
tration of iodine. Preliminary ligations have been 
eliminated from the treatment to a large extent. The 
surgical mortality by case this year is 0.6 per cent. 


Sise, L. F.: The Technique of Anzsthesia for 
Thyroid Operations. Surg. Clin. N. Am., 1924, 
iv, 1379. 

In thyroid operations disturbance of the patient 
by the anesthetic must be prevented as much as 
possible in order that it may not set up a postopera- 
tive reaction. 

Of the anesthetics which have been generally 
used, ether disturbs the patient more than any other. 
It has a definite effect on the tissues of the body, it 
upsets the acid-base equilibrium, it has a tendency 
to produce nausea and vomiting, and it is eliminated 
from the body slowly. Clinical experience shows 
that postoperative reactions are more prone to occur 
after the use of this anesthetic than after the use 
of certain others. Moreover, the fact that ether takes 
longer to induce anesthesia than other anesthetics 
may be worth consideration in a busy clinic. 

Ethylene appears to be much more desirable than 
ether as it has practically no systemic effect. In 
some ways it is more desirable than nitrous oxide as 
no cyanosis accompanies its use and, consequently 
there is probably a less marked rise in the blood 
pressure. Its extreme inflammability, however, is a 
very serious drawback. 

Local anesthesia does not of itself disturb the 
patient. When the anaesthetic is properly given, it 
has practically no effect on the tissues beyond the 
points of injection. Unfortunately, however, the 
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patient remains conscious, and because of this fact 
is frequently subjected to considerable nervous 
strain. 

Local anesthesia combined with nitrous oxide- 
oxygen anesthesia has not showed any noticeable 
lessening in the amount of nitrous oxide necessary, 
nor any other noticeable benefit such as to make its 
use seem advisable. 

In the author’s experience nitrous oxide-oxygen 
has proved to be the most satisfactory routine anes- 
thetic for thyroid operations. Except for the con- 
comitant oxygen lack, its systemic effect is practi- 
cally nil, and with the technique which Sise uses the 
oxygen lack is relatively slight. Induction and re- 
covery are quick and not unpleasant. Therefore pa- 
tients do not dread the anesthesia when multistage 
operations are necessary. The postoperative con- 
dition and the appearance of patients who have had 
nitrous oxide-oxygen compares favorably with that 
of those given other anesthetics. 

In certain types of patients even a slight oxygen 
lack is undesirable. Such patients are the very weak 
and exhausted, those who have hada rapid or marked 
loss of weight, and particularly those with a cardi- 
ac condition due to rheumatic disease or sclerotic 
changes or auricular fibrillation. In all of these cases 
even a comparatively slight oxygen lack may give 
rise to the danger of sudden death under anesthesia. 
This danger from lack of oxygen may be eliminated 
by the addition of an amount of ether which is com- 
paratively small and at the same time sufficient to 
make proper oxygenation possible. 

The author’s scheme of anawsthesia is the use of 
nitrous oxide-oxygen as an ordinary routine, and the 
addition of ether in minimal amounts whenever it is 
indicated. 

Special methods of inducing anesthesia are rarely 
necessary. On one occasion, in a case of lingual thy- 
roid, Sise administrated ether by the intratracheal 
route in order to prevent the inhalation of blood. 

All of the author’s patients are seen by the anas- 
thetist before they are operated upon in order that 
he may have a first-hand impression of their con 
dition. He then goes over the recorded clinical his 
tory, the findings of the cardiologist, the temperature 
chart, and the laboratory examinations. He assures 
himself also that there are no respiratory infections. 
This is particularly important when the goiter is 
intrathoracic as in such cases there seems to be a 
slightly increased risk of pneumonia. In toxic cases 
a temperature between 99 and 100 degrees F. does 
not appear to be of great significance with regard to 
infection. 

The main contra-indications to nitrous oxide 
oxygen are the more severe grades of respiratory ob 
struction and the cases of patients who are very 
apathetic or very ill with a thyrocardiac condition. 

When nitrous oxide-oxygen is contra-indicated, 
local anesthesia is chosen. Under operative condi 
tions the head of the patient is in a rather small and 
somewhat enclosed space, and it is found that all 
patients, and especially those with a thyrocardiac 
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condition and those with respiratory obstruction, 
greatly appreciate a free supply of air. This can be 
given them by fanning, but much more easily and 
efficiently by means of a hose running from air pres- 
sure. By means of a free stream of air passing over 
the face many patients are kept quiet and reasonably 
comfortable who would otherwise be most uncom- 
fortable and restless. STANLEY J. SEEGER, M.D. 


Clute, H. M.: Complications Subsequent to Thy- 
roidectomy. Surg. Clin. N. Am., 1924, iv, 1475. 

The complications which may follow thyroid op- 
crations are those common to all surgical procedures. 
They acquire especial importance because of the lo- 
cation of the wound in the neck. The most serious 
result of infection in the thyroid wound is medias- 
tinitis. This complication is rare and usually ends 
fatally. As a rule it follows the removal of goiters 
which have extended downward into the superior 
mediastinum. It develops slowly and has no charac- 
teristic symptoms. The wound shows evidence of a 
low-grade infection with a slight but constant puru- 
lent discharge. Cough and difficulty in breathing 
often occur and resist methods that are generally of 
value for their control. Interference with swallowing 
follows as the infection approaches the cesophagus. 
Pain is so marked on swallowing that nutrition suf- 
fers. The patient may live several weeks after the 
onset of the infection. The treatment of mediasti- 
nitis is unsatisfactory. Nolocal measures will cure it. 
In removing an intrathoracic goiter, manipulation 
should be gentle and adequate drainage should be 
provided for all substernal pockets. 

Marked dyspnoea and tracheitis may occur after the 
removal of goiters which have distorted the shape of 
the trachea. In rare cases breathing will become so 
laborious that the patient will be rapidly tired out and 
cyanosis may appear. It is extremely important that 


tracheotomy be done as soon as these symptoms are 
apparent. A patient who is obviously struggling for 
air may still maintain a fairly good color with only 
occasional slight cyanosis. If such a patient is per- 
mitted to go on to exhaustion, tracheotomy done at 
the last stage will often be of little value. When 
there is doubt, a tracheotomy is preferable to delay. 

Hemorrhage after thyroidectomy requires im- 
mediate and radical surgery for its control. 

STANLEY J. SEEGER, M.D. 


Greene, D. C.: Laryngeal Paralyses and Surgery of 
the Thyroid. Surg. Clin. N. Am., 1924, iv, 1435. 


In cases of paralysis due to pressure from goiter the 
author has never seen a recovery of function of the 
cords, even after removal of the tumor. 

In cases of paralysis due to operative procedures, 
function may return. Ina case of bilateral abductor 
paralysis operated upon by another surgeon the 
cords remained immobile for over six months, and 
then gradually recovered complete function. In 
most of the cases in which recovery takes place the 
beginning movement of the cords may be observed 
in a few weeks. 

The effect of trauma injury of the nerve during 
operation is evident immediately in an alteration or 
loss of the voice. In cases in which the signs of 
paralysis are noted after operation the cause is ap- 
parently pressure from a hematoma. In Greene’s 
experience, the prognosis has been better in the 
latter class of cases, though it is not invariably good. 

In the majority of cases laryngeal paralysis re- 
sulting from a thyroid operation is permanent. The 
one type which causes urgent symptoms is bilateral 
abductor paralysis. When this is present, immediate 
tracheotomy is indicated and later, if the paralysis 
persists, some measure for permanently relieving the 
stenosis at the glottis. Sraniey J. SeEcER, M.D. 
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SURGERY OF THE 


. BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Fischer, B.: The Effects of Birth Trauma on the 
Brain and the Infant (Das Geburtstrauma in 
seinen Folgen fuer Gehirn und Saeugling). Schweiz. 
med. Wehnschr., 1924, liv, 905. 

Since the first report by Schwartz in 1919, about 
500 brains from newly born mature, prematurely 
born, and nursing infants have been examined ana- 
tomically in a systematic manner in the Frankfort 
Institute. In 65 per cent, pathological changes, such 
as anemic necrosis and hemor.hages, could be seen 
even with the naked eye. Microscopic examination 
revealed fat necrosis in the brain substance itself. 

From the character of the changes, which were in 
agreement with the extra-uterine ages of the infants, 
the conclusion is drawn that they were due to trauma 
sustained during birth. Hardly 5 per cent of the 
nurslings’ brains were entirely free from these 
changes. The lesions were most numerous, severe, 
and extensive in the infants born prematurely. The 
well-known hemorrhages into the eye and inner ear 
are to be ascribed to disturbances of the circulation 
resulting from pressure on the presenting head during 
birth. In surviving infants, the milder signs of such 
brain changes (atrophy, spasmophilia, etc.) usually 
disappear entirely by the third month, but the 
results of severe changes, such as idiocy, remain per- 
manently. 

Fischer states that after one has seen these trau- 
mata, it is astonishing that the brains of children are 
able to withstand the application of forceps. Re- 
sistance depends to a great degree upon whether the 
child has been carried to full term or is born pre- 
maturely. WALTER Hannes (G). 


Perthes, G.: Is Nerve Anastomosis or Myoplasty 
To Be Preferred in the Treatment of Incurable 
Paralyses of the Facial Nerve? (Ist die Nerven- 
pfropfung oder die Muskelplastik fuer die Behand- 
lung irreparabler Facialislaehmungen vorzuziehen?) 
Zentralbl. f. Chir., 1924, li, 2073. 

The author discusses the relative values of nerve 
anastomosis and myoplasty in incurable paralysis 
of the facial nerve on the basis of two cases. 

The first case was that of a 29-year-old man whose 
facial nerve had been destroyed by an operation on 
the middle ear which had been rendered difficult 
by cicatricial changes. At the end of six months an 
anastomosis was done between the hypoglossus and 
the facialis. The patient was examined by the author 
eleven years later. The facialis was then still para- 
lyzed in its entirety, and there were the usual conse- 
quences, conjunctivitis, increased salivation, etc. 
Closer examination, however, revealed slight fibril- 
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NERVOUS SYSTEM 


lary twitchings and uncoordinated movements in the 
paralyzed half of the face which coincided with de- 
glutition or movement of the tongue. The buccal 
musculature was normal and reacted to a weak 
faradic current. 

These slight results had been dearly purchased as 
there was a marked unilateral atrophy of the muscu- 
lature of the tongue causing difficulty in speech and in 
movement of the tongue. A plastic operation on the 
muscles by Lexer’s method with transplantation of 
the anterior portion of the masseter to the mimic 
musculature of the angle of the mouth corrected the 
troublesome salivation. This case is in agreement 
with the studies of Bernhardt and Wertheim in show- 
ing that slight improvement can be obtained by 
nerve anastomosis, but that it is vain to hope for a 
re-education by which the facialis center will act 
as a substitute for the hypoglossus center and thereby 
maintain the symmetry of the face even in involun- 
tary mimic movements. 

All the more gratifying are the results of myoplasty, 
as was shown in the second case, that of a young girl. 
In this instance there was total paralysis of the 
facialis nerve with reaction of degeneration. In a 
plastic operation a strip of the temporal muscle was 
implanted into the external canthus of the eye. 
Later, a portion of the masseter was transplanted 
into the angle of the mouth. At the end of a few 
months, the palpebral fissure could be closed at will 
with simultaneous contraction of the temporal 
muscle, and the angle of the mouth could be moved 
sidewise and no longer drooped as before. 

Not only does the myoplasty act mechanically by 
means of the new insertion, but, as is proved by the 
return of function in the zygomatic muscle which is 
not included in the operation directly, a muscular 
neurotization, i.e., a new innervation of the paralyzed 
musculature, is derived from the healthy muscle 
fibers. Erlanger demonstrated that this is possible 
in animal experiments. VoLLHaRDT (Z). 


SPINAL CORD AND ITS COVERINGS 


Dandy, W. E.: The Diagnosis and Localization of 
Spinal Cord Tumors. Ann. Surg., 1925, lxxxi, 223. 


In the author’s opinion, a carefully taken history 
and neurological examination are sufficient for the 
diagnosis and localization of over go per cent of 
spinal cord tumors, and by the use of air or lipiodol 
injections into the spinal canal the diagnosis and lo- 
calization can be made in the remaining 10 per cent. 

Dandy believes that lumbar puncture alone is not 
a procedure of merit since the limited information 
it yields is overbalanced by the potentialities of 
serious harm. If lumbar puncture is used in con- 
junction with air or lipiodol, the information ob- 
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tained more than offsets any possible injury. His sole 
objection to lipiodol at present is that it requires the 
inclusion of a foreign body in the nervous system, 
which is unnecessary even if not obviously harmful. 
LoyaL Davis, M.D. 


SYMPATHETIC NERVES 


Rittmann, R.: Pharmacological Studies on the 
Bronchial Musculature in Man: A Contribu- 
tion to the Question of the Efficacy of Resec- 
tion of the Sympathetic Nerve. in Bronchial 
Asthma (Pharmakologische Untersuchungen an der 
menschlichen Bronchialmuskulatur: Ein Beitrag 
zur Frage der Wirksamkeit der operativen Sym- 
pathicusausschaltung beim Asthma bronchiale). 
Wien. med. Wchnschr., 1924, \xxiv, 2057. 

In pharmacological studies on surviving human 
bronchial musculature by Trendelenburg’s method 
it was found that adrenalin and calcium both cause 
a decrease in tonus. On the other hand, pilocarpin 
caused contraction. Accordingly, in man as well 
as in other vertebrates, the bronchial musculature is 
stimulated by the vagus and inhibited by the sym- 
pathetic. This explains the favorable anti-asth- 
matic effect of adrenalin, which has nothing to do 
with a vasomotor influence (an anamic condition of 
the bronchial mucous membrane). 

The good effect of Kuemmel’s operation may per- 
haps be explained on the ground that resection of the 
cervical sympathetic nerve interrupts centripetal 
fibers which carry reflex stimuli to the bronchocon- 
strictor center. It is possible that the effect may be 
due also to the presence of bronchoconstrictor vagus 
paths in the sympathetic cord. This is conceivable 
because of the close interweaving of the vagus and 
sympathetic nerves in this region. StauL (Z). 
Ormés, P.: A Histological Study of the Cervical 

Sympathetic Ganglia in Cases of Angina Pec- 
toris. Magy. orv. Arch., 1924, xxv, 226. 

The author examined the cervical ganglia in three 

cases of angina pectoris that came to.autopsy. A 


chronic degeneration of the ganglion cells and pro 
liferation of the connective tissue were found. The 
arteries showed slight lymphocytic infiltration, but 
as there were no signs of sclerosis, the marked histo- 
logical changes cannot be attributed to sclerotic 
changes. 

Ormés states that there is a distinct relationship 
between the changes in the ganglia and the athero- 
matous changes in the coronary arteries. The former 
are primary. The coronary sclerosis only adds to 
the severity of the attack. In the case of a patient 
who had had angina pectoris for nine years and died 
during an attack the coronary vessels were prac- 
tically normal, but the degeneration mentioned was 
found in the cervical sympathetic ganglia. The de- 
generative changes therefore produced vasomotor 
troubles without causing sclerotic changes. 

De TakAtTs, M.D. 


Milk6 and Kovacs: An Experimental and Histolog- 
ical Study of Periarterial Sympathectomy. 
Magy. orv. Arch., 1924, Xxvi, 112. 

The authors performed periarterial sympathec- 
tomy on animals by Leriche’s technique. As proved 
by microscopic examination, the adventitial layer 
was never removed totally. The part of the adven- 
titia covering the external elastic membrane, which 
contains many elastic fibers and the vasa vasorum, 
always remained on the vessel. 

Sympathectomy can be considered a harmless 
procedure only so long as the removal of the ad- 
ventitia is partial. If we try to force the complete 
removal of the inner adventitial layer in the histo 
logical sense, necrosis of the vessel wall and _ per- 
foration may result. The danger of infection must 
also be considered. In the cases of sclerotic, atrophic 
and poorly nourished vessels, special care must be 
taken. 

The authors cite cases operated upon by Bruen- 
ing, Matons, and Kreuter, and a case of their own 
in which complications arose after the operation. 

De TakAts, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


De Verebely, T.: An Operation for Hanging Breast. 
Proc. 11th. Hung. Surg. Congr., Budapest, 1924. 

Hanging breast is one of the most common defects 
of the female body, but few cases have been operated 
upon as the cosmetic results have usually been very 
poor. 

The condition is of various types—the hypertroph- 
ic, unilateral, functional, atrophic, and asthenic—but 
all types have the following points in common: (1) 
an increase in the distance between the nipple and 
the clavicle, (2) excess of skin, and (3) loss of the 
plastic tone of the surrounding fat so that it is unable 
to support the gland. 

The author describes briefly the known operations 
for the correction of hanging breast and discusses 
their effect with regard to the three points men- 
tioned. The following method of procedure has given 
the best results: 

A circular incision is made around the nipple on 
the border of the pigmented area down to the paren- 
chyma of the gland. From a second semicircular 
incision made in the fold under the breast the skin 
and fat are undermined and freed from the gland 
as far as the second rib, the circumcised nipple being 
left connected with the breast. The gland is then 
isolated from its base, especially on the upper and 
inner side, so that it hangs on a lower outer pedicle. 
In cases of large glands only the lateral connection 
is left. 

In the next step as much tissue is peeled off from 
the substance of the gland as is necessary, and is 
shaped to a globular form. The skin cup is then 
lifted up and the gland is fixed at the desired height 
to the fascia of the pectoral muscle. The skin flap 
is pulled down above the gland under some tension 
and a corresponding hole is cut for the implantation 
of the nipple, which is fixed to its new place with 
interrupted fine sutures. The lower border of the 
skin flap is also excised in order to get rid of the ex- 
cess of skin and is fixed to the submammary line of 
incision. 

A small lobule, which usually appears on the 
outer border of the incision because of the twisting 
of the glandular pedicle can be excised after a period 
of a few weeks. 

The erectility of the nipple is preserved. No op- 
portunity has been given for a study of the effect of 
the operation on lactation. 

The procedure described has been used in ten 
cases, and in all has been successful. In one case, 
the inner half of the nipple showed a superficial 
gangrene and healing was slightly delayed, but the 
cosmetic result was just as good as in the other cases. 

De TakAts, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Funk, E. H.: The Contra-Indications to Bronchos- 
copy. Arch. Ololaryngol., 1925, i, 209. 


In the opinion of the author there are definite 
contra-indications to bronchoscopy which, if over- 
looked, will discredit an invaluable procedure. The 
indications for bronchoscopy outnumber the contra- 
indications. In doubtful cases the patient should be 
given the benefit of a bronchoscopic examination if 
there are no clear contra-indications. 

Contra-indications to bronchoscopy as a diagnostic 
procedure are the following: (1) cases that have not 
been carefully studied; (2) aortic aneurism; (3) re- 
cent hemorrhage; (4) active tuberculosis; and (5) 
the cases of moribund patients. 

Contra-indications to bronchoscopy as a thera- 
peutic procedure are: (1) purulent pneumonia; (2) 
multiple abscess formation; (3) extensive bronchiec- 
tasis; (4) localized abscess near the periphery of the 
lung; (5) localized bronchiectasis associated with 
marked distortion of structures when that lesion is 
associated with marked fibrosis; (6) marked cardiac 
weakness; and (7) serious complications. 

James C. BRrASweELL, M.D. 


CESOPHAGUS AND MEDIASTINUM 


Heuer, G. J., Andrus, DeW., and Bell, H. G.: The 
Experimental Transplantation of the Dia- 
phragm as an Adjunct in the Treatment of 
Lesions at the Lower End of the @sophagus. 
Ann. Surg., 1925, \xxxi, 273. 

The chief difficulties encountered in the resection 
of a tumor of the oesophagus and the re-establish- 
ment of the continuity of the canal have been pre- 
sented by: (1) the patient’s poor general condition; 
(2) the preservation of the blood supply of the por- 
tion of the csophagus that is mobilized; (3) the 
obtaining of a secure suture either between the ends 
of the divided oesophagus or between the oesophagus 
and some other viscus; (4) the bridging of a gap 
after the resection of a portion of the cesophagus; 
and (5) the prevention of a fatal intrapleural infec- 
tion. 

To overcome these difficulties many procedures 
have been devised, but most of them have not proved 
practical in man. Efforts have been made especially 
to discover a simple and safe intrathoracic operation. 
Previous surgical procedures consisted of some form 
of anastomosis between the stomach and the cesoph- 
agus within the thorax. 

In the authors’ method—an entirely new approach 
to the problem—the lower third of the esophagus is 
transferred into the abdomen and the anastomosis 
is done there. The advantages of this procedure are 
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that it permits a primary gastrostomy for feeding 
purposes, it renders unnecessary the transposition 
of the stomach or intestines into the thorax, which 
is not well borne, and permits anastomosis in the 
abdomen where a possible infection is less apt to be 
fatal than in the thorax. 

The procedure of converting the lower one-third 
of the oesophagus into an abdominal viscus requires 
the transplantation of the diaphragm upward. Hav- 
ing in mind a two-stage procedure, the authors divid- 
ed their experimental work into two parts. In the 
first part they tested the feasibility, safety, and pos- 
sible complications of transplantation of the dia- 
phragm, and in the second part, attempted to per- 
form an intra-abdominal cesophagogastrostomy after 
resection of the oesophagus. The technique is de- 
scribed in detail and shown in illustrations. 

In dogs subjected to the first procedure the fol 
lowing complications developed: 

1. Accidental complications. Seven animals de- 
veloped either a wound or an intrapleural infection 
because of faulty operative technique. Of the five 
which died, three died from strangulation and two 
died of an unknown cause. In one case the strangu- 
lation was due to a hair ball and in two cases to 
pieces of bone. 

2. Complications due to the operation. In the 
case of one animal sacrificed after several months, 
autopsy revealed a diaphragmatic hernia involving 
the stomach and spleen. Fifteen animals had at- 
tacks of vomiting with some weight loss. Autopsies 
on these animals several weeks later revealed a slight 
narrowing of the esophagus at the new hiatus, which 
was secondary to the contraction of the diaphragm 
around the oesophageal wall. The authors believe 
that the latter complication and the diaphragmatic 
hernia might be avoided by the formation of a cuff 
of fascia, since in the four animals that did not 
vomit it was noticed that the new hiatus was-less 
snug around the oesophagus. 

The operation described was used also in a case 
of carcinoma of the oesophagus 2 in. above the car- 
diac orifice in a man 61 years of age. The first stage 
of the operation was performed with very little tech- 


nical difficulty, but the patient died a few days 
later. Autopsy revealed gangrene of the proximal 
half of the growth which extended upward to the 
normal oesophagus. This complication the auth- 
ors will avoid inthe future by not mobilizing the 
cesophagus at the first stage. 

SHirLEyY C. Lyons, M.D. 


MISCELLANEOUS 


Gaarde, F. W.: Clinical Differentiation of Cases 
with Abnormal X-Ray Shadows in Mediasti- 
num. Med. Clin. N. Am.,; 1925, viii, 1235. 

The author studied 158 cases of abnormal X-ray 
shadows of the mediastinum. The principal lesions 
were found to be as follows: aneurism, sixty-seven 
cases; Hodgkin’s disease, thirty cases; lymphosar- 
coma, twenty-six cases; carcinoma, thirteen cases; 
mediastinal abscess, two cases; encapsulated em- 
pyema and lung abscess, four cases; tuberculous 
glands, four cases; lymphatic leukemia, four cases; 
syphilitic mediastinitis, two cases; secondary sar- 
coma, two cases; Pott’s disease, two cases; enlarged 
thymus in an adult, one case; and lipoma, one case. 

The symptoms resulting from pressure and the 
differential diagnosis of the various lesions are dis- 
cussed. For the differentiation of mediastinal lesions 
the following procedures are suggested: 

1. Fluoroscopy in cases of expansile pulsation and 
those in which the normal aortic arch shows through 
the lesion. 

2. A careful search for glands elsewhere in order 
that information with regard to the nature of the 
original tumor may be obtained by biopsy. 

3. A study of the history with regard to the pos- 
sible presence of inflammation or syphilis. 

4. A Wassermann test. 

5. A leucocyte and differential count to rule out 
leukemia and inflammatory conditions. 

6. Exploratory puncture. This should not be 
done as a routine procedure, but often leads to a 
diagnosis. Care must be taken not to puncture an 
aneurism. 

7. A study of the contour of the tumor. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Cutler, G. D.: Mesenteric Defects as a Cause of 
Intestinal Obstruction. Boston M. & S. J., 1925, 
cxcii, 305. 

The author reports in some detail a case of in- 
testinal obstruction caused by a mesenteric defect. 
At operation, a portion of the ileum 18 in. long was 
resected. Uneventful recovery followed. 

A second case taken from the records of the 
Children’s Hospital, Boston, is also reported. In this 
instance death occurred on the operating table. 

Cutler tabulates twenty-six cases from the litera- 
ture and the two cases reported in this article. The 
tables include general remarks and such data as could 
be obtained—the patient’s age, sex, and history, the 
operation and operative findings, the pathological 
findings and the results of the operation. 

The conclusion is drawn that intestinal obstruc- 
tion due to a mesenteric defect is not a rare con- 
dition but is usually diagnosed as appendicitis be- 
cause of the fever, high pulse rate, and leucocytosis. 
The apertures in the mesentery are probably of con- 
genital origin in most instances, and only rarely the 
result of trauma. The réle of inflammation in their 
formation is doubtful. 

Laparotomy should be done early as this form 
of obstruction causes marked strangulation with 
rapidly developing gangrene. Early operation will 
increase the number of reductions and decrease the 
number of resections, thus lowering the mortality. 
For the severe cases with gangrene of the intestine 
Cutler advises a two-stage operation—resection and 
drainage of the bowel followed later by anastomosis. 

Joun A. Wotrer, M.D. 


Albrecht, P.: Drainage of the Peritoneal Cavity 
(Ueber die Drainage des Cavum peritonei). Wien. 
klin. Wchnschr., 1924, Xxxvii, 27. 


For forty years there has been a wide difference 
of opinion as to the treatment in suppurative peri- 
tonitis, and agreement has not been reached as yet. 
The author gives first a review of the history of this 
question. 

Because of the topographical relationships of the 
peritoneal cavity, adequate drainage is rendered 
dificult or even impossible. Albrecht mentions the 
anatomicophysiological defense reactions of the 
peritoneum. These are the secretion of a transudate 
of high bactericidal power, which is greatest at the 
beginning of the infection and becomes less as the 
endothelium becomes more severely damaged by the 
toxins (Haberer and Clairmont); the exudation of 
fibrin, which is the result of the destruction of endo- 
thelial cells (Graser) and makes the exudate cloudy; 
phagocytosis, which is very active at first but soon 
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diminishes (Haberer and Clairmont); and the ab- 
sorbing power of the abdominal wall. 

The transudate or the phagocytosis destroys the 
bacteria, and the fibrin causes adhesions, thereby 
localizing the inflammatory process but increasing 
the difficulties of surgical treatment, the evacuation 
of pus and effective drainage. Because of the great 
absorbing power of the abdominal wall, the bacteria 
and their toxins are brought into the blood or lymph 
stream very quickly and are there rendered innocuous 
insofar as this has not been done by the transudate 
and the phagocytes. In the absorption of bacteria, 
the lymphatic openings in the central tendon of the 
diaphragm are of the greatest importance (Haberer 
and Clairmont). The great omentum, as a lymph 
organ, also plays a most important réle in the de- 
fensive battle. Its absorbing activity is increased 
by its mobility; it is kept in constant motion by the 
peristalsis of the small intestine and is therefore 
always prepared to attach itself to wounds or de- 
fective areas and to enclose and absorb foreign 
bodies. 

The organic defensive reactions are most intense 
at the beginning of the infection, that is, in the first 
forty-eight hours, and then decrease hourly. Our 
task is to support the organism in the battle, that is, 
to render conditions in the abdominal cavity as 
nearly normal as possible through control of the 
source of the infection, removal of the pus, exact 
hemostasis, and closure of every defect in the peri- 
toneum. If one of these four requirements cannot be 
met, the abdomen must be kept open. 

Tamponade or packing off with gauze has been 
erroneously called drainage. The tampon acts by 
suction, but does not drain. When it becomes 
saturated, it acts as a foreign body filled with fibrin 
and cellular elements, and is a culture medium for 
bacteria. The drainage tube drains only the canal 
that it makes itself. The omentum or other mobile 
organ becomes attached to it and closes it off from 
the peritoneal cavity. The secretion is due for the 
most part to the irritation caused by the tube 
(Yates). When the physiological defense still func- 
tions, i.e., in the beginning stages of the inflamma- 
tion, the drainage canal will be closed off. If the 
organic defense is already paralyzed, the process 
being advanced, the abdominal cavity must be 
drained at its lowest point, at the base of the pouch 
of Douglas. Then drainage may be achieved suc- 
cessfully, since the movement of the omentum 
and intestines and the fibrinous exudation have 
ceased and the bowel floats freely in the pus-filled 
peritoneal cavity. 

It therefore appears that in the beginning of a 
suppurative peritonitis, an attempt at drainage is 
futile and may even be injurious as it disturbs the 
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peritoneal defense and as a result of its continuous 
irritation as a foreign body, it decreases the general 
resistance of the organism. The mobility of the 
organs, which plays an important réle in the begin- 
ning of the infection, may be reflexly hindered by it, 
and the continuous lymph stream which flows be- 
tween the serous surfaces toward the diaphragm, 
may be obstructed. Absorption also, that powerful 
factor, may be injured and the intra-abdominal 
pressure, which is important for absorption, may be 
lowered. Besides disturbing the physiological de- 
fense, drainage may do other damage. It prolongs 
healing, causes pain on its removal, and may pro- 
duce pressure gangrene, adhesions with subsequent 
ileus, and hernia of the abdominal wall. 

However, as the picture of suppurative peritonitis 
is a variable one, no fast rule for all cases can be laid 
down; the indications for drainage must depend on 
the experience and inclinations of different surgeons. 
At any rate, the attempt is being made today to 
restrict drainage of the peritoneal cavity as much as 
possible. If the requirements mentioned are met, 
the peritoneum and musculature should be com- 
pletely closed. Function of the peritoneal defensive 
reactions may be included as an additional stimula- 
tion. This can be assumed if not more than forty- 
eight hours have passed. 

In conclusion, the author cites statistics from the 
Queen Elizabeth Hospital of Vienna for the last 
three years. In sixty cases of peritonitis, most of 
which were due to appendicitis and all of which were 
operated upon within the first forty-eight hours, 
closure was effected without drainage. In the one 
fatal case, autopsy revealed status thymicolymphat- 
icus. Of eighteen cases in the intermediate stage, 
drainage was established in five. Two of the cases 
without drainage were fatal. There were fifteen 
late operations. Drainage was established in three 
of four cases of diffuse suppuration, but all four cases 
were fatal. Of eleven cases of circumscribed peri- 
tonitis, ten without drainage, all were cured. In one 
case, a walled-off process was not found. Here, the 
introduction of a drainage tube was necessary since 
no function of the protective apparatus can be de- 
pended on under these circumstances. 

ZIPPER (Z). 


GASTRO-INTESTINAL TRACT 


M’Crea, E. D., M’Swiney, B. A., Morison, J. W., 
and Stopford, J. S. B.: The Normal Movements 
of the Stomach. Brit. J. Radiol., 1925, xxx, 48. 


The movements of the stomach of the rabbit, cat, 
and dog were studied by direct observation and by 
means of the roentgen ray. The human stomach 
was studied only with the roentgen ray. 

From the point of view of function, the stomach 
must be divided into a proximal, quiescent reservoir 
and a distal, active motor region. There is no sharp 
demarcation between these portions. The distal 
motor portion consists of the major portion of the 
body (corpus ventriculi) and the pars pylorica. 


With regard to the motor segment, previous ob- 
servers may be classified into two groups: (1) those 
who regarded it as divided into two functional re- 
gions with different types of movement and each 
capable of acting independently (two-phase type); 
and (2) those who believed that this region func- 
tions as a unit, having one form of movement 
throughout (one-phase type). 

The author found that the two-phase type in 
which peristalsis of the body and systole and diastole 
of the pyloric antrum coexist was the predominant 
type in the rabbit, dog, and man. The one-type 
phase seems to be the normal type for the cat and 
was observed also in the rabbit and in man. 

In the two-phase type the movements were rhyth- 
mical but the rhythm was not necessarily the same 
for the fundus and the antrum. When the gastric 
contents were in a fluid state, systole of the antrum 
was always accompanied by the passage of food 
through the pylorus. When the systole did not 
completely separate the antrum and the fundus, 
there was regurgitation of fluid into the fundus. 

Cartes H. Heacock, M.D. 


Schlesinger, B. E.: The Subsequent History of a 
Series of Cases Operated upon for Pyloric 
Stenosis. Proc. Roy. Soc. Med., Lond., 1925, xviii, 
Sect. Study Dis. Child., 40. 


Of thirty-seven patients with pyloric stenosis, elev- 
en died in the hospital after operation by the Ramm- 
stedt method and one after five days of medical 
treatment only, the immediate mortality being there- 
fore 32 per cent. In addition, two patients who were 
discharged as cured after surgical treatment and one 
discharged as cured after medical treatment suc- 
cumbed to an intercurrent disease later. 

Of the eighteen who were re-examined, all were 
healthy and vigorous. Those under 1 year of age 
had difficulty in making up their initial loss, but at 
the end of a year they, as well as those over 1 year 
old, showed increased weight and height above the 
average for their age. 

Gray insists on the absolute necessity of pre- 
operative gastric lavage and infusions of saline solu- 
tion. In cases treated by lavage he obtained a re- 
covery in 56 per cent, whereas in those in which 
lavage was omitted recovery resulted in only 29 per 
cent. In cases given infusions before operation the 
mortality was only 17 per cent, while in those not 
given infusions it was 83 per cent. 

It is well known that the chief dangers of opera- 
tion are shock and enteritis, but when pre-operative 
treatment with gastric lavage and infusions of saline 
solution is given, delay of operation should not be 
considered. However, the immediate prognosis 
should be guarded for at least four days after opera- 
tion, especially in the cases of infants who are not 
breast fed. 

Operation should be performed under nitrous 
oxide oxygen anesthesia as soon as the diagnosis 1s 
made. The diagnosis is indicated only when at least 
two of the three cardinal symptoms are present. 
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Particular attention should be paid to the condition 
of the bowels and the presence of a tumor. Little 
reliance can be placed on the findings of X-ray 
examination. Howarp A. McKnicut, M.D. 


Schneider, H.: A Case of Isolated Gastric Tuber- 
culosis and a Contribution on Phlegmon of the 
Abdominal Wall (Ein Fall von isolierter Magen- 
tuberkulose, zugleich auch ein Beitrag zur Kenntnis 
der Wandphlegmone). Med. Klin., 1924, xx, 1355. 


As compared with tuberculosis of other organs, 
tuberculosis of the stomach is not a frequent com- 
plication of severe tuberculosis of some other part 
of the body. Cases of isolated tuberculosis of the 
stomach are rare. The patient whose case is reported 
in this article was under hospital care for five weeks 
but succumbed to erysipelas in two days. Autopsy 
revealed no recent tuberculous processes of other 
organs except an old scarred apical process. On the 
lesser curvature of the stomach was a caseous gland 
from which, by retrograde extension, the infection 
of the stomach wall must have arisen. 

A clinical diagnosis of tuberculosis of the stomach 
is seldom possible. Besides the complications de- 
scribed by others, such as hemorrhage, perforation, 
fistula formation, perigastritis, and gastroperitoneal 
tuberculosis, the possibility of a diffuse phlegmon 
of the abdominal wall must be considered. 

Tromp (Z). 


Haden, R. L., and Bohan, P. T.: Focal Infection 
in Peptic Ulcer. J. Am. M. Ass., 1925, Ixxxiv, 409. 


Several years ago Rosenow demonstrated that 
streptococci are commonly found in peptic ulcers in 
man, and that these organisms, isolated from the 
ulcer or from foci of infection in patients having ulcer, 
reproduce ulcers of the stomach and duodenum when 
they are injected intravenously into animals. In 
many experiments Rosenow has demonstrated a 
tendency of bacteria to reproduce in animals the 
lesion from which the patient suffers—in other words, 
bacterial specificity. 

The authors report a series of cases in which there 
was evidence of a causal relationship of focal in- 
fection to gastroduodenal lesions. Seventeen cases 
of clinical gastric or duodenal ulcer were studied 
which had either a dental or a tonsillar focus of in- 
fection. Bacteria isolated from these foci and in- 
jected into rabbits produced lesions of the stomach 
and duodenum in 53 per cent of the animals, while 
of a control series injected with bacteria from foci of 
infection in patients not suffering from peptic ulcer, 
only 7 per cent developed lesions. 

The localization of the infections in experimental 
animals is interesting, being limited to the first third 
of the duodenum. This is the area usually involved 
clinically as it is the only part of the duodenum in 
which free hydrochloric acid is found. The gastric 
lesions produced experimentally occurred near the 
pyloric ring, just as they do in man. 

Patients with peptic ulcer should be thoroughly 
studied from the standpoint of chronic infection, 


and all possible foci should be removed. An examina- 
tion should be made especially for stubs of tonsillar 
tissue and residual infection at the site of extracted 
teeth. Pulpless teeth which show no roentgeno- 
graphic evidence of infection may harbor a sufficient 
number of bacteria to be foci of serious infection. 

Gastroduodenal malfunction occurring in the 
absence of ulceration and demonstrable focal lesions 
may be a manifestation of focal infection which is 
not severe enough to cause ulceration. 

Cyrit J. Giaspet, M.D. 


Cederberg, O. E.: Perforated Gastric and Duodenal 
Ulcers Treated at the State District Hospital at 
Wiborg During the Period from 1904 to 1923 
(Perforierte Magen- und Duodenalgeschwuere be- 
handelt in dem Regierungsbezirkskrankenhause zu 
Wiborg waehrend der Jahre 1904~1923). Finska laek.- 
saellsk. handl., 1924, \xvi, 642. 


The author reports seventy-one cases of ulcer per- 
forations treated during the period from 1904 to 
1923 at the State District Hospital at Wiborg. Only 
two of the patients were females. 

The perforation occurred in the duodenum in ten 
cases, and in the pyloric portion of the lesser cur- 
vature of the stomach in sixty-one. Cederberg calls 
attention to the fact that during the critical years of 
the war, from 1917 to 1919, the number of perfora- 
tions was almost doubled. This increase he attrib- 
utes chiefly to the conditions of malnutrition pre- 
vailing at the time. 

In thirty cases the treatment consisted of suturing 
of the wound supplemented by Braun’s omentoplas- 
ty and irrigation and drainage of the abdominal 
cavity. The high mortality in the cases treated in 
this way (50 per cent) Cederberg attributes chiefly to 
the fact that the cases came to operation late. When 
operation is performed late the method used makes 
very little difference. 

Since 1914, gastro-enterostomy has been done as 
an adjunct procedure in thirty-four cases. There 
were six deaths in this series. In twenty-two cases 
the von Hacker posterior gastro-enterostomy with 
a short loop was done, and more recently the Bier 
procedure has been used. Braun’s entero-anasto- 
mosis was done ten times. Woelfler’s gastro-enteros- 
tomy was performed in only two cases. In twenty- 
eight, the abdominal toilet was attempted, but in 
the six others the dry method was used. Death oc- 
curred in five of the former and one of the latter. 

The seventeen patients operated upon within six 
hours after the perforation all recovered. Of those 
operated upon from six to twelve hours after the 
perforation, fourteen (85.7 per cent) recovered. Of 
those operated upon from twelve to eighteen hours 
after the perforation, thirteen (76.9 per cent) were 
cured. Of those operated upon from eighteen to 
twenty-four hours after the perforation, 57.1 per cent 
died, and of those operated upon after more than 
twenty-four hours, 80 per cent died. 

Follow-up investigations on all of the 586 ulcer 
cases treated surgically for perforations in the period 
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from 1912 to 1923 showed that of the patients sub- 
jected to gastro-enterostomy, 60 per cent had a good 
end-result, while of those treated only with suturing. 
30 per cent reported a satisfactory postcperative 
condition. CEDERBERG (Z). 


Berg, A. A., Klein, E., and Crohn, B. B.: The 
Radical Surgical Cure of Gastric and Duodenal 
Ulcer; Some Gastric Motor Phenomena; Chem- 
ism of the Stomach After Operation. Surg. Clin. 
N. Am., 1925, V, 49. 


Klein states that surgical procedures upon the 
stomach may be followed by the persistence of the 
pathological lesion for which they were performed, 
a new lesion in addition, or disturbances of gastric 
motility. He believes that on the lesser curvature 
of the stomach, at the cardia, there may be a node 
in which the normal course of gastric peristalsis is 
initiated, and that, leading down from this center, 
there may be a conduction system along the lesser 
curvature. Each portion of the greater curvature 
always contracts with the same part of the lesser 
curvature. Klein believes that as the impulse passes 
down the lesser curvature, it successively reaches 
the rings of circular muscle, and as it reaches each 
ring it furnishes the stimulus for all of it to contract. 
In this way, a downward progression of the peristal- 
tic wave takes place. He believes also that indepen- 
dent waves may begin at the antrum, which has a 
separate nodal center at its beginning on the lesser 
curvature, at the re-entrant angle. 

Crohn investigated the factors which were in- 
fluenced by partial resection for ulcer and attempted 
to determine why this operation accomplishes more 
than the others. He does not believe that resection 
of an ulcer without gastro-enterostomy reduces the 
postoperative acidity of the stomach. In his opinion, 
the addition of gastro-enterostomy does not affect 
the acidity materially. The so-called sleeve resec- 
tion is also inconstant in its effects so far as gastric 
secretion is concerned. Crohn quotes Goecke, who 
reported that, of a series of nineteen cases of exten- 
sive resection of the stomach, sixteen showed anacid- 


ity. 

Crohn is of the opinion that if anacidity or achlor- 
hydria is desired for the cure of an ulcer, partial re- 
section is best. The line of resection lies above the 
incisura angularis. Removal of the pylorus and the 
first portion of the duodenum should be followed by 
an anastomosis with either the cut surface of the 
duodenum or a loop of the jejunum. When only the 
pylorus is removed, and when the pylorus and a part 
of the antrum are removed, the gastric acidity is not 
affected. Experience has shown also that in every 
operation in which the entire antrum, including the 
incisura angularis, is resected completely, achlor- 
hydria, if not achylia, results. 

Crohn’s observation that inclusion of the incisura 
area in such a resection is necessary to produce an 
achylia suggests that there is a nerve center of con- 
trol in this segment and that in the absence of this 
segment the remaining tissue, though containing 


functionally and anatomically active cells, fails to 
produce a normal or acid secretion. It appears that 
the highly satisfactory results of partial resection 
for gastric ulcer are dependent to a great extent 
upon the anacid condition produced by the opera- 
tion. Crohn believes also that the motor function 
of the stomach is well preserved after partial or even 
subtotal resection, the filling mechanism being anal- 
ogous to that of the normal stomach and the motil- 
ity hastened. The only abnormality he noted was 
an occasional insufficiency of the sphincter at the 
cardia with slight dilatation of the lower portion of 
the cesophagus which sometimes caused the com- 
plaint of substernal oppression and belching after 
the ingestion of food. 

Berg reports that of his series of patients with 
gastric or duodenal ulcer, 30 per cent developed re- 
current symptoms after gastro-enterostomy or one 
of the other operations performed for the radical 
cure of the ulcers. Of his patients with duodenal 
ulcer who were treated by gastro-enterostomy, 50 
per cent were cured completely and remained cured 
throughout a ten-year period of observation. His 
results from simple excision with or without gastro- 
enterostomy were very little better. He has given 
up sleeve resection because of the associated late 
disturbances of motility, hour-glass contractions, 
and anatomical deformity. He has found that the 
removal of the antrum of the stomach, the pylorus, 
and the first part of the duodenum is followed by a 
permanent cure. In his clinic, in the past two and 
one-half years, he has adopted partial or subtotal 
gastrectomy with gastrojejunostomy as the opera- 
tion of choice for the radical cure of gastric and 
duodenal ulcer. In 150 operations of this kind the 
mortality was between 8 and g per cent. The cases 
were not selected. With increasing experience, Berg 
is more and more convinced that the mortality will 
be reduced. The motor function of the remaining 
portion of the stomach is not at all disturbed by 
partial or subtotal gastrectomy, and Berg has not 
seen pernicious anemia follow these operations. Af- 
ter subtotal gastrectomy, strict dietary measures are 
unnecessary. 

Berg prefers to operate upon cases of gastric and 
duodenal ulcer under local anesthesia in order to 
decrease the danger of postoperative pneumonia. 

Emit C. RositsHek, M.D. 


Hofmann, M.: A Report on Forty-Four Second 
Laparotomies After Operation for Ulcer of the 
Stomach (Bericht ueber 44 Relaparotomien nach 
Ulcusoperationen am Magen). Arch. f. klin. Chir., 
3924, CXXXi, 27. 

In the Meran Hospital 470 cases of benign con- 
ditions came to operation in the period from 1907 to 
1923. Forty-four (9.5 per cent) of the operations 
were second laparotomies. The causes necessitating 
the second operation were sixteen in number, viz.: 

1. Rupture of the abdominal suture in all of its 
layers. This occurred in three cases. The critical 
time is the eighth and ninth days. The causes were 
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severe coughing in two cases, and hematoma of the 
abdominal wall in one case. 

2. Rupture of the abdominal wall. This occurred 
once after drainage. 

3. Adhesions. In the five cases in which adhesions 
caused trouble they followed the excision of an ulcer, 
transverse resection, the Billroth II operation, a 
pyloroplasty by Narath’s method, and gastro- 
enterostomy, respectively. Their prevention re- 
quires peritonization, the avoidance of chilling, 
complete hemostasis, the prevention of chemical and 
mechanical irritation, and, if possible, the avoidance 
of tamponade. 

4. Ileus. There was one case, in which, four years 
after a Reichel-Pélya operation, volvulus of the 
upper loops of the small intestine occurred as 
the result of abnormal mesenteric relations below the 
site of the anastomosis caused by adhesions. The 
patient died. 

5. Ulcer with simultaneous tuberculous peritoni- 
tis. In the one case of this condition, eleven laparot- 
omies had been performed in six years on account of 
adhesions which constantly recurred. Death re- 
sulted. 

6. Insufficiency of the suture. The sutures failed 
to hold after gastro-enterostomy in eleven cases and 
after resection once. In all cases, a fatal peritonitis 
resulted. The cause was defective technique. 

7. Secondary hemorrhage immediately after 
operation. This occurred in three cases. In one case, 
the secondary hemorrhage occurred from the site 
of suture after gastro-enterostomy, and in one, after 
resection. In the third case the hemorrhage occurred 
from the ulcer left behind; when the adhesions to the 
gall bladder were loosened the ulcer perforated and 
suturing was necessary. Presumably these manipu- 
lations were the cause of the bleeding. Only acute 
hemorrhages are dangerous. In the treatment, the 
four coronary arteries of the stomach should be 
examined at a distance of 4 or 5 cm. from the sup- 
posed site of the hemorrhage. 

8. Narrowing of the opening of the gastro-enteros- 
tomy. The cause is not always clear. In one case a 
Murphy button had been used. Healing by first 
intention was prevented by pressure necrosis, and 
the opening was narrowed by granulations. In 
another case the cause was unknown. A relapse, 
which occurred one and one-half years after the first 
operation, was cured by anterior gastro-enterostomy. 

9. Subsequent closure of the gastro-enterostomy. 
In one case the symptoms recurred in severe form 
seven months after a gastro-enterostomy. A second 
laparotomy was then done, but as no pathological 
changes were discovered in the stomach, the gastro- 
enterostomy was resected. Three months later acute 
appendicitis developed. After appendectomy the 
symptoms ceased. The author warns against the 
performance of gastro-enterostomy in the absence 
of indications for the operation. 

to. Vicious circle. There were five cases of this 
condition, two acute and three chronic. In both of 
the acute cases the complication followed resection 


(Reichel-Pélya). In the first case kinking of the in- 
testine occurred on the ninth day as the result of 
hemorrhages and adhesions. In the second case the 
condition occurred on the eighteenth day from ad- 
hesions. An anastomosis was established between 
the duodenum and the uppermost loop of the jeju- 
num. Death occurred on the third day. Also in the 
three other cases the trouble was caused by adhe- 
sions rather than errors of technique. In all, an 
interval anastomosis was established. In one case 
the symptoms did not disappear until extensive re- 
section of the stomach and intestine had been done. 

11. Subsequent removal of an ulcer which had 
been present at the time of the first operation. This 
was done in three cases in which the first operation 
was a gastro-enterostomy. In two of these cases the 
ulcer was at a distance from the pylorus and was not 
cured by the gastro-enterostomy although in one it 
decreased in size after the operation. A cure was 
obtained by excision. In the third case the pylorus 
was resected, but as the ulcer was healed the symp- 
toms were attributed to fixation of the omentum in a 
hernia. 

12. Recurrence of the ulcer. The ulcer recurred 
in five cases. In 10.8 per cent of his cases the author 
found multiple ulcers. With regard to the cases here 
considered it cannot be assumed that the ulcer was 
present at the time of the first operation because the 
stomach was always very carefully examined. In 
four cases the primary ulcer had been at or near the 
pylorus which was partly open and partly scarred 
over. After intervals of six months, one year, one 
and one-half years, and eight years respectively, the 
ulcer symptoms recurred with great severity. In all 
of these cases a new ulcer was found in the middle of 
the lesser curvature, and this had in part assumed a 
callous character. Therefore, in spite of the gastro- 
enterostomy, an ulcer at a distance from the pylorus 
had either formed or progressed. The ulcer at the 
pylorus had either remained the same or had become 
scarred over. The treatment in two of these cases 
was excision of the ulcer, and in the other two a Bill- 
roth II operation. In the fifth case the primary pro- 
cedure had been excision of the ulcer without gastro- 
enterostomy. This was a mistake. In cases of ulcer 
on the lesser curvature, excision alone is not sufficient. 

13. Peptic jejunal ulcer. In five cases, all those of 
men, a peptic jejunal ulcer occurred after from ten 
to twenty months. In four, the lesion was found at 
the site of the gastro-enterostomy, and in one, in the 
efferent loop. The primary ulcer was at the pylorus 
in four cases and in the duodenum in one case. The 
primary operation was a posterior gastro-enteros- 
tomy in four cases and a Reichel-Pélya operation in 
one case. The author always uses the single sero- 
muscular button suture of Bier, since he has found 
at second laparotomies and at autopsies that the 
cicatricial ring is firm and elastic when this is used. 
When several rows of sutures were employed, it was 
as rigid as a ring of metal. The mucous membrane is 
divided with Paquelin’s cautery, and the other 
layers with the knife. The use of clamps is avoided. 
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In earlier years the author established an anterior 
gastro-enterostomy in four cases, but in all of these 
there was a recurrence. In two of the cases resection 
was performed later. Resection should be always 
extensive. 

14. Cholecystitis. The gall bladder should always 
be inspected and, if diseased, removed at the same 
operation. In one case, in which at the primary 
operation a callous tumor was found at the pylorus, 
the gall bladder was removed six months later. 

15. Carcinoma. There were four cases with this 
complication. In one, the carcinoma developed one 
and one-half years after a Billroth I operation for an 
ulcer on the lesser curvature, and in another it 
occurred two and three-fourths years later after a 
Billroth II operation for an ulcer at the pylorus. 
Both of these cases were operable. At this time the 
primary ulcers were examined microscopically and 
carcinoma was found in both. In the other two 
cases, the second laparotomy was performed five 
weeks and five months respectively after the first. 
In both cases, carcinoma of the peritoneum was 
found. The development of a carcinoma from an 
ulcer is very rare. The author has never seen it. 
According to Hasker, a fiery red indicates ulcer. 

16. Erroneous diagnoses. In one case, gastro- 
enterostomy was performed in the absence of posi- 
tive local findings. The symptoms increased. At a 
second laparotomy, a gastropexy by Perthes’ method 
was done for gastroptosis. A cure resulted. In a 
second case resistance was found at the pylorus, but 
the presence of an ulcer was not certain. Gastro- 
enterostomy and pyloroplasty were done by Wilms’ 
method. One month later a second laparotomy was 
done because a vicious circle was suspected. How- 
ever, the findings were negative. Subsequently, 
cerebral symptoms appeared and were followed by 
death. It seems probable that from the beginning 
the symptoms were referable to cerebral changes. 
For cases in which the findings are uncertain, Fin- 
ney’s pyloroplasty or stretching according to Cloetta 
is recommended. 

The total mortality of the second laparotomies 
was 16.4 per cent. Nine and six-tenths per cent of 
these operations followed a gastro-enterostomy, and 
10.7 per cent followed resection. Therefore, it is not 
true that gastro-enterostomy is more apt to be 
followed by indications for a second laparotomy than 
is resection. The author answers the question as to 
whether gastro-enterostomy or resection should be 
done by saying “‘gastro-enterostomy and resection.” 
The most frequent complications necessitating a 
second operation are common to both of these 
operations. 

At the second operation it has been noted that, on 
the one hand, resection does not always give lasting 
results and, on the other hand, that ulcers at a dis- 
tance from the pylorus heal completely after gastro- 
enterostomy in some cases and in others progress. 
We must learn to differentiate with more exactness 
between the indications for the different interven- 
tions. The method must be adapted to the case. 


In closing, the author gives directions for the after- 
care of diabetic patients and for the internal treat- 
ment of ulcers. SCHUENEMANN (Z). 


McVicar, C. S.: A Discussion of the Clinical and 
Laboratory Clinical Findings in Certain Cases 
of Obstruction in the Upper Gastro-Intes- 
tinal Tract: The Réle of the Blood Chemistry 
in the Diagnosis, Prognosis, and Treatment of 
This Condition. Am. J. M. Sc., 1925, clxix, 224. 


The object of treating organic obstruction is to 
place the patient in a safer condition for surgical 
procedures. In postoperative ileus, an effort is made 
to counteract the effects of the toxemia until muscle 
function is restored. The progress of treatment can 
be measured by frequent chemical examinations of 
the blood. 

The outstanding features suggesting treatment 
are dehydration, diminished output of urine, a low 
blood pressure, shock-like prostration, a high non- 
protein nitrogen content of the blood, low blood 
chlorides, and a tendency toward a high carbon 
dioxide combining power of the plasma. The ad- 
ministration of water is indicated to combat de- 
hydration, to counteract shock, to promote diuresis, 
and to wash out the nitrogenous waste products. 

It is not clear whether the high blood urea is 
evidence of excessive tissue catabolism or of reten- 
tion due to renal inadequacy, or whether both 
factors are involved. Certainly renal insufficiency is 
a factor. Sugar has been used to spare protein, 
and in intravenous injection to promote diuresis. 

The experiments of MacCallum, and the increas- 
ing clinical experience in the Mayo Clinic indicate 
that the administration of salt is desirable. There 
seems to be a markedly increased demand in the 
tissues for sodium chloride. In spite of a liberal in- 
take of sodium chloride the output of salt in the 
urine may be:scanty, even for several days after the 
blood chlorides reach a normal level. It has been 
suggested that the lowering of the blood chlorides 
is due to the loss of hydrochloric acid from the gastric 
juice by vomiting. However, in pyloric occlusion 
in rabbits that cannot vomit, Haden and Orr have 
noted a sharp fall in the chlorides. They have also 
found a fall in chlorides after obstruction of the 
cardia. Clinically, toxemia has appeared with very 
little vomiting, and conversely, prolonged, frequent 
vomiting is not always accompanied by a fall in the 
chlorides. Clinically, it is impracticable to ad- 
minister hydrochloric acid in amounts adequate to 
replace the amount lost by vomiting or lavage, and 
it appears that sodium chloride is efficient. Lavage 
is usually practised on the theory that the secretion 
contains a toxin. In functional ileus lavage seems 
especially indicated because it removes a gross 
weight which must interfere with the recovery of 
tone. In cases of gross retention in which vomiting 
is exhausting to the patient lavage should anticipate 
vomiting. 

Perhaps the most important single fact which 
blood chemistry studies have revealed concerning 
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this type of toxemia is the invariable tendency to- 
ward alkalosis. The administration of alkalies is 
therefore clearly contra-indicated in proved or sus- 
pected cases of toxemia due to organic or functional 
obstruction in the upper gastro-intestinal tract. 

With the toxemia of high intestinal obstruction, 
characteristic changes occur in the chemistry of the 
blood, namely, a rise in the blood urea, a fall in the 
plasma chlorides, and a rise in the carbon dioxide 
combining power of the plasma. 

By a study of the chemistry of the blood, the con- 
dition can be recognized early, its severity can be 
measured, and the progress of treatment can be 
watched. 

No significant variation has been found in the 
concentration of the inorganic bases of the blood 
serum in this condition. 

Tetany should be considered as a possible severe 
complication of the toxemia, but severe toxemia 
may exist without tetany. 

Tetany may be anticipated when the carbon 
dioxide combining power of the plasma is found to 
be above 100 volumes per cent. 

In the treatment, the administration of sodium 
chloride, sugar, and water has been found of value. 

All cases show a tendency toward alkalosis. The 
use of alkali in treatment is contra-indicated. 


Elfving, A. R.: A Statistical Report on Knot For- 
mation Between the Small Intestine and the 
Sigmoid Colon (Kasuistischer Beitrag zur Kennt- 
nis der Knotenbildung zwischen Duenndarm und 
Colon sigmoideum). Finska laek.-saellsk. handl., 
1924, Ixvi, 625. 


Elfving discusses first the two types of intestinal 
knotting which occur with involvement of the ileum 
and the sigmoid colon, the mechanism of which has 
been described by Ekehorn and Faltin. He men- 
tions the differences in the Ekehorn and Faltin the- 
ories and then enumerates the Finnish authors be- 
sides Faltin who have studied the condition. 

The eighteen non-Finnish cases collected by Eke- 
horn, three of which were treated surgically but 
were fatal, were similar to the thirteen cases pre- 
viously observed in Finland. Of eleven which were 
operated upon, a successful result was obtained in 
four. The author cites also the cases of twenty-one 
patients who were treated surgically in the Wiborg 
District Hospital in the period from 1910 to 1923. 
Nine of the latter were discharged cured. 

All of the twenty-one patients with this condition 
who were treated at Wiborg and all those seen in 
Finland were males. In nearly every instance the 
condition developed in adult life. Most of the pa- 
tients were between 30 and 40 years of age. 

In the author’s opinion, one of the causes of the 
frequent occurrence of intestinal knotting in Finland 
is the voluminous diet. In almost all of the cases the 
knotting occurred during the night. A peculiar 
feature of the disease picture of recent intestinal 
knotting which differentiates it from other forms of 
ileus is the marked degree to which the general 


health is affected, which is in contrast to the relative- 
ly inconsiderable distention of the abdomen and the 
frequent absence of visible peristalsis. 

At operation, fluid was always found in the ab- 
dominal cavity. This fluid was clear only in three 
cases, in which the strangulation was slight or had 
been present for only a short time; in all of the others 
it was bloody. In most cases it was necessary to 
puncture the sigmoid in order to loosen the knot. In 
four cases detorsion was followed by recovery. In 
five patients resection of the ileum was done; in ten 
others, resection or lifting of the sigmoid was done in 
addition. 

The ileum suffers injury from strangulation more 
readily than the sigmoid, but a period of twelve 
hours is the approximate limit of time beyond which 
even the sigmoid cannot recover. 

The author agrees with Ekehorn that the strangu- 
lated coil of ileum is usually of considerable length. 
In his own cases it averaged 3 meters. The part most 
frequently involved by the strangulation is the ter- 
minal portion of the ileum. In Elfving’s opinion, this 
substantiates the claim that in the knot formation 
the small intestine (ileum) is drawn gradually into 
the knot, until the cecum offers an obstruction. 

Etrvinc (Z). 


Gold, E.: A Sign of Value in the Differential Diag- 
nosis of Ileus (Ueber ein differentialdiagnostisch 
verwertbares Zeichen bei Ileus). Mitt. a.d. Grenz- 
geb.d. Med. u. Chir., 1924, xxxviii, 78. 


In fourteen of every sixteen cases of ileus the dis- 
tended coils of small intestine can be felt in the pouch 
of Douglas. In this condition there must occur in 
the small intestine, which normally lies in the small 
pelvis but cannot be felt, definite and constant 
changes in the part above the stenosis, an increase 
in the fecal and gas content, and hypertrophy of the 
musculature. 

The possibility of palpating the small intestine 
from the pouch of Douglas is dependent upon a 
certain tonus of the wall. The absence of such 
tonus and the general meteorism and tenderness 
may be responsible for the fact that in cases of peri- 
tonitis this small intestinal sign is not noted. Con- 
fusion with ileus of the large intestine is impossible 
since in the latter condition, because of the extraor- 
dinarily firm closure of Bauhin’s valve, the 
markedly distended colon alone fills out the small 
pelvis and presses out the small intestine. 

It is emphasized that the Gold sign is an ileus 
symptom, not a tumor sign. Care must be taken to 
determine that the Gold sign is not simulated by a 
tumor in the small pelvis such as a tumor of the 
ovary or a carcinoma of the rectum. Loenr (Z). 


Robertson, H. E., and Hargis, E. H.: Duodenal UI- 
cer: An Anatomical Study. Med. Clin. N. Am., 
1925, Vili, 1065. 

The authors present a rather complete review of 
the literature and show that during the past several 
decades there has been a marked increase in the oc- 
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currence of duodenal ulcer. In the older studies it 
was reported that gastric ulcer was found much 
more frequently than duodenal ulcer, while today 
the reverse is true. In a study of peptic ulcer made 
at the Mayo Clinic particular attention was given 
to the occurrence of duodenal ulcer, its healing, and 
the types of deformity produced by the process of 
repair. 

The authors analyzed 2,000 protocols of routine 
postmortem examinations in which a complete sur- 
vey of the gastro-intestinal tract was made. Of this 
series, 378 (18.9 per cent) showed evidence of ulcer— 
7.05 per cent, gastric ulcer, and 11.85 per cent duode- 
nal ulcer. In 7 per cent of the 378 cases both gastric 
and duodenal lesions were present. A higher per- 
centage of the duodenal ulcers than gastric ulcers 
had been diagnosed and operated upon; the gastric 
ulcers were more often multiple, but a higher per- 
centage of the duodenal ulcers were healed. In both 
the gastric and duodenal groups about three males 
were affected to one female. Peptic ulcer was a fre- 
quent finding in patients dying from diseases of the 
thyroid, particularly toxic goiter. 

More than 95 per cent of duodenal ulcers occur 
within the first 3 cm. of the duodenum. It is rare to 
find one at or near the entrance of the common duct. 
The most frequent deformity resulting from the 
healing of a duodenal ulcer is a decrease in the dis- 
tance from the pylorus to the papilla, which may be 
marked and is out of proportion to the decrease in the 
transverse diameter. This decrease in longitudinal 
measurement causes a pouching which may be uni- 
lateral or bilateral, depending on the location of the 
lesion. 

In addition to the shortening and pouching, an 
exaggeration of the curve of the first portion is often 
encountered. The viscus may be drawn back and to 
the right, in close apposition with the liver, and at 
times is bound down about the neck of the gall 
bladder and more or less completely immobilized 
throughout the first half. At the same time, the 
shortening and distortion dislocate the normal re- 
lations of the head of the pancreas, tHe first portion 
of the duodenum and often the pyloric portion of 
the stomach being brought into firm anatomical 
union with it. As a further complication, the ex- 
cessive connective tissue often formed on the outer 
surface exaggerates the deformities already present. 
At other times an anatomical narrowing of the 
lumen of the pyloric ring occurs when the margin of 
the ulcer encroaches on the musculature of the 
sphincter. This, combined with spasm, often con- 
stitutes a rather formidable derangement in this 
portion of the gastro-intestinal tract. 


Eusterman, G. B.: Spontaneous Healing of Chronic 
Duodenal and Gastrojejunal Ulcer. Med. Clin. 
N. Am., 1925, viii, 1045. 

The author reports the history and subsequent 
clinical course of a case of chronic duodenal ulcer 
and a case of gastrojejunal ulcer in which the lesion 
healed spontaneously. 


It is predicted that a routine clinical and labor- 
atory examination of persons who have had painful 
gastric disturbances will often reveal positive evi- 
dence of quiescent or healed ulcers in the stomach 
or duodenum. It is probable that many such healed 
ulcers found at autopsy are regarded as not having 
given rise to symptoms during life. 

The author discusses the incidence of spontaneous 
healing in various types of gastric lesions, the in- 
fluence of medical and surgical treatment on the rate 
and degree of healing, and the type of lesion in which 
spontaneous or medical treatment rarely obtain. 

A chronic gastric ulcer should not be regarded as 
permanently healed until symptoms and a niche 
have been absent for at least three years. The early 
disappearance of the niche during or following treat- 
ment is not a criterion of healing. A healing or 
healed ulcer area is an area of decreased resistance. 

The autopsy findings in 2,000 consecutive cases 
in the Mayo Clinic and recent pathological in- 
vestigations give positive proof of the capacity of 
chronic peptic ulcer to heal spontaneously. 


Finsterer, H.: Two-Stage Resection of Duodenal 
Ulcers and End-to-Side Gastroduodenostomy 
After Resection for Exclusion (Zweiseitige Re- 
sektion des Ulcus duodeni und termino-laterale 
Gastro-duodenostomie bei der Resektion zur 
Ausschaltung). Zentralb. f. Chir., 1924, li, 2524. 


In the treatment of ulcers of the duodenum, re- 
section has won increasingly more adherents. There 
is a difference of opinion only as to the amount of 
the stomach that should be removed in the duo- 
denal resection, and whether the anastomosis should 
be done by the Billroth I or II method. 

In cases of ulcer penetrating into the pancreas, re- 
section may be difficult and dangerous. For such 
cases, the author in 1918 recommended leaving the 
ulcer, but completely excluding it, removing a large 
portion of the stomach in order to control the hyper- 
acidity, and establishing an end-to-side anastomosis 
between the stump of the stomach and the jejunum. 
If secure closure of the duodenum is possible, the 
pylorus is also removed, but otherwise is left behind. 
It is of great importance to exclude the ulcer com- 
pletely and to excise a large part of the stomach (up 
to two-thirds). 

Haberer rejects this operation, preferring gastro- 
enterostomy as an emergency procedure. If Haber- 
er’s theory of the importance of the excluded pylorus 
in the causation of jejunal ulcersis correct, the author 
suggests extirpating the excluded pylorus and the 
first portion of the duodenum at a second-stage 
operation. This is very simple after the ulcer has 
healed. He has done this two-stage duodenal re- 
section twice. In cases of penetrating duodenal 
ulcer the operation is thus divided into two safe 
steps. Extirpation of the excluded prepyloric por- 
tion becomes especially advisable when, because of 
enormous hypertrophy of the stomach wall, a wide 
portion of the antrum must be left behind for tech- 
nical reasons. 
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In one case of resection for the exclusion of an 
ulcer penetrating deeply into the pancreas, the re- 
moval of which was contra-indicated because the 
common bile duct was involved in the scar of the 
ulcer, the descending portion of the duodenum was 
unusually long and mobile, the stomach showed 
ptosis, and after removal of almost two-thirds of the 
stomach the gastric stump could be brought up to 
the duodenum. The author therefore formed an an- 
astomosis almost three fingerbreadths wide between 
the narrowed stomach lumen and the descending 
portion of the duodenum, similar to Haberer’s gas- 
troduodenostomy. The result was very satisfactory. 

This method of anastomosis prevents the forma- 
tion of a peptic ulcer of the jejunum. As the gastric 
contents enter the duodenum below the papilla, they 
come into a portion of the bowel already moistened 
with bile and pancreatic juices and are promptly 
neutralized. 

In a review of the literature the author found that 
ten years ago Brun performed an end-to-side gastro- 
duodenostomy to exclude ulcers of the duodenum or 
pylorus without removing any portion of the stom- 
ach. Finsterer believes there will be no permanent 
results without adequate resection of the stomach, 

Finsterer concludes that in ulcers of the posterior 
wall of the duodenum which penetrate deeply into 
the pancreas, the two-stage resection (first, gastric 
resection to exclude the ulcer, and then, after healing 
of the ulcer, extirpation of the excluded pyloric 
portion) is less dangerous and easier than the one- 
stage resection, and gives the less experienced stom- 
ach surgeon the best results. Whether, in the re- 
section of the stomach for the exclusion of a non- 
resectible ulcer of the duodenum, the end-to-side 
gastroduodenostomy can always be done without 
danger, must be determined by further experience. 
The procedure has the advantage that it absolutely 
excludes peptic ulcers of the jejunum. Grass (Z). 


Lahey, F. H.: The Treatment of Duodenal Fistulze 
by Suction. Surg. Clin. N. Am., 1924, iv, 1489. 


In the treatment of duodenal fistula the author 
uses the ordinary faucet-attachment suction ap- 
paratus. 

At first, a small catheter is inserted into the wound 
and a flow of water is permitted to escape through 
the suction valve sufficient to extract all of the fluid 
discharge from the wound. As the wound decreases 
in caliber, the size of the catheter is decreased until 
the sinus becomes too small to admit even a baby 
catheter. A No. 16 catheter is then laid on the belly 
wall so that its eye is directly over the opening of the 
sinus and the suction is so adjusted that any escap- 
ing fluid is promptly caught up by the intaken air 
and deposited in an 8-oz. bottle. This constant in- 
take of air produces a slight hissing sound which is 
of decided value as when it ceases the patient be- 
comes at once aware that the eye of the catheter is 
blocked. 

The skin about the wound may be protected by 
zinc oxide ointment dusted over with stearate of zinc. 


The suction must be instituted immediately after 
the duodenal fistula appears, the caliber of the tube 
must be sufficient to remove the discharge, the de- 
gree of suction properly adjusted, and the tube kept 
open. If a large quantity of fluid is withdrawn, it 
must be replaced by the administration of food and 
fluids through a jejunostomy so made that it will 
close itself when the jejunostomy tube is removed. 

Two cases were cured by this method. 

Cart R. Sremnke, M.D. 


Brasser, A.: Perforating Peptic Ulcer of Meckel’s 
Diverticulum (Ulcus pepticum perforans des 
Meckelschen Divertikels). Zentralbl. f. Chir., 1924, 
li, 2423. 

In the case of a 15-year-old boy an attack of pain 
in the hypogastrium was followed ten days later by 
intestinal hemorrhages. As the hemorrhages re- 
curred and became serious, a tumor or polyp of the 
colon was suspected and a laparotomy was done. 
The colon was found filled with blood, but there 
were no other abnormal findings. No blood was 
present in the visible coils of the small intestine. 
Eight days after the operation peritonitis developed, 
and death occurred two days later. 

At autopsy, the cause of the condition was dis- 
covered to be a conical Meckel’s diverticulum the 
size of a pigeon’s egg which was located at the typical 
site and presented a wedge-shaped swelling at its 
distal end. The tip of the appendix was adherent to 
the wedge-shaped swelling but there was no other 
communication between it and the diverticulum. In 
the posterior wall of the diverticulum, close to its 
site of origin in the gut, a lentil-sized circular hole 
was found. The rest of the intestine was normal. 

Macroscopically the wedge-shaped swelling of the 
diverticulum appeared to be a thick tumor of the 
mucous membrane with a velvety surface. Micro- 
scopic examination showed it to be typical gastric 
mucous membrane. The perforated ulcer, which was 
probably a peptic ulcer, was situated close to the 
transition of the gastric mucous membrane into the 
intestinal mucosa. 

The occurrence of gastric mucous membrane in a 
Meckel’s diverticulum has been described frequent- 
ly. The diverticulum may also contain pancreatic 
tissue. This occurrence has not yet been explained 
satisfactorily. Von TAPPEINER (Z). 


Hertle, J.: The Recognition and Surgical Treat- 
ment of Suppurative Colitis (Zur Kenntnis und 
chirurgischen Behandlung der Colitis suppurativa). 
Arch. f. klin. Chir., 1924, cxxxi, 301. 


Suppurative colitis often begins insidiously with- 
out fever and less often acutely with fever and severe 
colic. The stools are slimy, purulent, and usually 
bloody. No specific cause of the condition is known; 
apparently the etiology is variable. Differentiation 
from dysentery is not always possible. According 
to Schmidt, only about 50 per cent of the cases are 
curable. The author reports four cases. One was 
complicated by recurrent joint inflammation. 
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Even when the ulcerative process heals with cic- 
atrization, the symptoms persist. The colon is 
functionally injured; it maintains further abnormal 
fermentation with colics and distress, increased 
mucus secretion, ichorous stools, and the absorption 
of toxins into the blood. 

If the case resists medical treatment, appendicos- 
tomy should be done. In cases with serious impair- 
ment of the general health, the diseased portion of 
the bowel should be entirely excluded (artificial anus). 
If colostomy without internal exclusion of the bowel 
segment fails to give the desired result, extirpation 
of the entire colon must be considered. The prog- 
nosis is best in cases in which, after the preliminary 
operation, the general condition shows improve- 
ment. FiscHer (Z). 


Desmarest, E., and Mercier, O.: Twenty Cases of 
Resection of the Ascending Colon for Cecal 
Stasis (Vingt cas de résection du célon droit pour 
stase cwcale). Presse méd., Par., 1924, xxxii, 925. 

The authors consider intestinal stasis pathological 
when bismuth remains in the ascending colon longer 
than thirty hours. Stasis of the ascending colon is a 
definite entity causing varied symptoms of a gastro- 
intestinal nature and pain on the right side. 

For chronic cases which resist medical treatment, 
the authors recommend resection of the ascending 
colon. They report the cases of twenty patients 
treated in this manner without a death. In four, the 
condition was of recent date. Of the remaining six- 
teen patients, thirteen have been relieved of their 
symptoms for from one to five years, one had a re- 
currence of symptoms a year later, one was not bene- 
fited, and one was lost track of. 

James V. Ricci, M.D. 


Norbury, L. E. C.: The Treatment of Certain 
Atonic and Atrophic Conditions of the Caecum. 
Proc. Roy. Soc. Med., Lond., 1925, xviii, Sect. Surg., 
14. 

The symptoms of a typical case of atonic cecum 
include indigestion with bilious attacks, anorexia, 
loss of weight, severe constipation with occasional 
attacks of diarrhoea, headache, and the chain of 
symptoms associated with intestinal toxemia. 
There is a feeling of heaviness and fullness in the 
right iliac region, and frequently complaint is made 
of a dull aching pain. There may be short, sharp 
attacks of pain in the cecal region accompanied by 
a temporary localized swelling in the right iliac 
fossa. These attacks have often been attributed to 
chronic appendicitis. Vomiting may occur. Nervous 
symptoms are usually pronounced. 

From an examination of the specimens removed, it 
is possible to recognize three types of cases: 

1. Those showing marked fibrosis in the sub- 
mucous tissue. The changes affect chiefly the por- 
tion of the submucosa situated between the mus- 
cularis mucose and the true contractile muscle of 
the cecal wall, where fibrosis is marked and extensive. 
The mucosa is catarrhal. An increase in the sub- 


peritoneal fibrous tissue gives an opaque whiteness 
to the peritoneal surface of the bowel. The true 
muscular wall is unaffected. 

2. Cases of fibrotic atrophy involving all of the 
coats of the bowel wall. This condition is a muscular 
atrophy with replacement by fibrous tissue. (dema 
and secondary changes in the submucosa are present. 
The inflammatory nature of the fibrosis is often 
manifested by peritoneal adhesions. There appear 
to be two varieties of this type of cecum: (a) one in 
which fibrosis is associated with contraction of the 
bowel wall, and (b) one in which the muscular 
atrophy is associated with chronic distention of the 
cecum. 

3. Cases with marked fibrotic atrophy associated 
with pigmentary changes. This is the pigmentary 
type of atonic cecum. Cdema of the mucous mem- 
brane and the submucous layer and some degree of 
fibrosis in all of the coats of the cecum are found. 
The mucous membrane shows catarrhal atrophy. 
The most remarkable feature is the change in the 
type of cell in the subepithelial layer of the mucosa. 
Here, there are numerous large cells containing 
a dark brown granular pigment. The pigment is 
closely related to melanin. 

It is questionable whether the atrophy of the 
cecal wall is primary or secondary to inflammatory 
changes, the result of a spread of infection by way of 
the mucous membrane. In the author’s opinion, 
there is both a predisposing as well as an exciting 
cause for the atonic and atrophic condition. Prob- 
ably there is a congenital deficiency in the muscular 
coats of the bowel, the consequent intestinal stasis 
acting as an exciting causative factor. 

The condition is usually most pronounced in the 
fourth decade of life, and occurs more frequently in 
females than in males. 

The diagnosis is based on the symptoms described 
and a local distention of the cecum. The X-ray is 
of no assistance. The differential diagnosis between 
atonic and atrophic cecum and chronic appendicitis 
is difficult. 

Most cases of cecal atony will respond to medical 
treatment if this is begun early enough and carried 
out systematically. Surgical treatment is indicated 
only when such measures fail after a long trial and 
when the condition is advanced and associated with 
marked intestinal stasis. SAMUEL Kaun, M.D. 


Kreutzmann, H. A. R.: The Relation of the Ap- 
pendix to the Right Kidney and Ureter. An. 
Surg., 1925, xxxi, 518. 

Attention is called to the fact that there are six 
normal positions of the appendix. The position most 
frequently found is postcecal and retrocolic. In 
some cases the appendix passes behind the caecum 
and over the anterior surface of the right kidney; in 
others it is behind the peritoneum and under the 
cecum, and extends to the lower border of the right 
kidney. 

It is evident that the appendix is closely related to 
the urinary organs on the right side and that the 
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symptoms of appendiceal disease may suggest those 
of disease of the urinary tract. 

The author cites a case which terminated fatally 
in which all of the symptoms suggested kidney stone, 
but autopsy revealed a gangrenous appendix lying 
directly over the right ureter. The ureter was acute- 
ly inflamed and filled with blood and fibrin. 

In another case cited the patient complained of 
frequency and urgency of urination and burning 
along the urethra. There were no gastro-intestinal 
symptoms. Marked tenderness was present over the 
right kidney and McBurney’s point. Operation dis- 
closed a retrocecal appendix adherent to the uterer. 
Recovery followed removal of the appendix. 

The urinary symptoms which may occur in 
appendicitis are frequency of urination, dysuria, 
difficulty of urination, acute retention of urine, re- 
traction of the testicle, and pain in testicle. The 
author urges a careful urological examination in all 
doubtful cases. Care must be taken not to ascribe 
too much importance to urinalysis as it is not un- 
common for hematuria to be associated with acute 
appendicitis. 

Kreutzmann concludes that there is a distinct 
relationship between the appendix and the right 
kidney and ureter. H. Hoyt Cox, M.D. 


Hoernicke, C. B.: Statistical Considerations on the 
Treatment of Appendicitis (Ergebnis statis- 
tischer Erhebungen zur Behandlung der Appendi- 
citis). Arch. f. klin. Chir., 1924, cxxx, 677. 

The author classifies 1,500 cases of appendicitis 
according to age, sex, and the time of their ad- 
mittance to the hospital. The majority of the 
patients were women. 

In the early stage, i.e., within the first forty-eight 
hours, the treatment was usually operative except 
in very mild cases or those with severe complications 
in other organs. In the cases operated upon in the 
first stage, complications were rare and the total 
mortality was 2.2 per cent. 

For cases in the intermediary stage (from the 
third to the fifth day), the author advocates con- 
servative treatment. However, in a few of the cases 
reviewed in which there was a walled-off abscess or 
complete disappearance of the acute symptoms at 
this stage, operation was performed. The total 
mortality of cases in the second stage was 4.6 per cent. 
As compared with the statistics of radical treatment, 
the results of symptomatic treatment in the second 
Stage appear to the author more favorable. 

In the late stage, which begins on the sixth day of 
the disease, 355 cases, exclusive of the cases of in- 
terval operation, came under treatment. The cases 
without complications and those in which an ab- 
scess had developed were in general treated conser- 
vatively. In the cases with abscess, operation was 
performed only if the process showed a tendency to 
extend, if gas was formed, if the general condition 
and the pulse deteriorated, and there was a rising 
temperature. The appendix was removed only if it 
was freely exposed when the abscess cavity was 


opened. The mortality of the operatively treated cases 
of abscess, 133 in number, was 6.7 per cent. 

Of the eighty cases with diffuse peritonitis, the 
mortality in those treated operatively was 27.4 per 
cent and in those treated conservatively, 67 per cent. 

The total mortality in the cases treated operatively, 
1,178 in number, was 1.6 per cent, and in all of the 
1,500 Cases, 3 per cent. Hook (Z). 


Duggan, D. J.: The Progress of Acute Appendi- 
citis at the Boston City Hospital from 1880 to the 
Present Day. Boston M. & S. J., 1925, cxcii, 247. 


The following table gives the number of cases of 
acute appendicitis and the mortality rate per year 
from 1895 to 1922 in the Boston City Hospital. It 
shows a marked increase in the number of cases 
diagnosed, and a decrease in mortality from 20 to 3 
per cent. 


Mortality 


Mortality 
Per cent Year 


Year Cases Cases Per cent 


1895-1896 82 20.7 1909-1910 314 10.8 
1896-1897 84 19.0 IQIO-IQII 415 7.2 
1897-1898 109 16.5 IQI1I-19g12 478 i 
1898-1899 137 12.4 I912-1913 590 7.8 
1899-1900 146 10.8 = 1913-1914 559 7-1 
1QOO-Igor 173 15.6 I914-IQI5 604 4.1 
IQOI—1902 19! 18.8 1915-1916 744 6.8 
1902-1903 164 12.8 1916-1917 804 1.8 
1903-1904 194 10.3 1917-1918 737 4-4 
1904-1905 21 9-9 1918-1919 §= 559 5-7 
1905—1906 229 13.0 1919-1920 608 3-4 
1906-1907 322 9.0 1920-1921 632 3.6 
1907-1908 315 II.I 1921-1922 913 3.1 
1908-1909 399 9.2 


Oscar E. Napeau, M.D. 


Beuttner, O.: The Demonstration of Appendicitis 
and the Indication for Appendectomy in 1,400 
Gynecological Laparotomies (Du controle de 
l’appendice et de Vindication de l’appendicectomie 
gynécologiques). Presse méd., Par., 1924, xxxii, 958. 

Beuttner quotes the figures published by Waegeli 
in 1919 on 896 gynecological laparotomies and ap- 
pendectomies. Microscopic examination revealed 
abnormalities in 147 of the appendixes. The types 
of abnormalities were as follows: adhesions, fifty- 
nine cases; thickening, seven cases; hyperemia, forty 
cases; thickening with hyperemia, twenty-one cases; 
fecaliths, thirteen cases; acute inflammation, three 
cases; stenosis, one case; hyperemia of the meso- 
appendix, one case; pericacal adhesions, one case. 

These changes in the appendix were associated 
with the following gynecological conditions: cyst of 
the right ovary in 75 per cent of the cases; extra- 
uterine pregnancy on the right side in 25 per cent; 

adnexitis, in 23.7 per cent; fixed retroversion in 23.4 

per cent; mobile retroversion in 21.6 per cent; extra- 

uterine pregnancy on the left side in 19.2 per cent; 
bilateral ovarian cysts in 16 per cent; myoma of the 

uterus in ro per cent; and cyst of the left ovary in 6 

per cent. 

Beuttner’s figures on 100 appendixes removed at 
the time of a gynecological laparotomy show that 
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thirty-seven were microscopically normal and sixty- 
three presented changes as follows: traces of mucosal 
inflammation, one; an old hematoma of the mucosa, 
one; acute appendicitis, two; subacute appendicitis, 
one; chronic appendicitis, nine; acute phlegmonous 
appendicitis, two; gangrene, one; obliteration of the 
distal end, sixteen; obliteration of the medial end, 
one; total obliteration, four; peri-appendicitis, twen- 
ty-one; and tuberculosis, three. 

The report on a second series of 504 cases is as 
follows: appendix macroscopically normal, 314; ap- 
pendix macroscopically altered but not removed, 
forty-two cases; condition of appendix not known 
exactly, 121; and appendix macroscopically altered 
and removed, twenty-seven. 

The 314 macroscopically normal appendixes were 
removed from patients with the following gyneco- 
logical conditions: mobile retroversion, seventy- 
three; mobile retroversion with adnexitis, five; mo- 
bile retroversion with ovarian cyst, six; fixed retro- 
version, ten; fixed retroversion with adnexitis, four- 
teen; unilateral adnexitis, six; bilateral adnexitis, 
twenty-four; myoma, seventy; tubal pregnancy, 
twenty-three; unilateral ovarian cyst, thirty-one; 
bilateral ovarian cyst, twelve; and ovarian cyst with 
adnexitis, seven. 

The forty-two macroscopically altered appendixes 
were not removed at the time of the gynecological 
operation because of the severity of the procedure 
and the desire to avoid causing further shock. 

In 121 cases the appendix was not examined for a 
variety of reasons, such as inability to locate it, the 
severity of the gynecological operation, etc. 

The appendix showed evidence of macroscopic 
pathology and was removed in twenty-seven cases. 
These are reported in detail. 

The author agrees with Schauta and Wertheim 
that routine appendectomy in gynecological laparot- 
omies is not justifiable. No cases of appendiceal 
disturbance following gynecological operations have 
come to Beuttner’s attention during the last eighteen 
years. Appendectomy complicates the gynecological 
procedure and may influence the postoperative 
course unfavorably. James V. Riccr, M.D. 


Cotte: Cancer of the Sigmoid; Exteriorization of 
the Mass and Resection (Cancer du colon sig- 
moidien en occlusion; extériorisation et résection). 
Lyon. chir., 1924, xxi, 619. 

The author reports five cases of cancer of the sig- 
moid with complete occlusion. Under spinal anes- 
thesia the sigmoid was exteriorized, an artificial anus 
was made above the mass, and five days later the 
mass was resected. Four months later, the artificial] 
anus was closed and an enterorrhaphy was done. 
Normal stools were passed on the fourth day after 
the operation. James V. Ricci, M.D. 


Thring, E. T.: The Surgical Treatment of Cancer 
of the Rectum. Med. J. Australia, 1925, i, 201. 


Thring states that all operative procedures for the 
removal of malignant growths in the rectum should 


be as radical as possible, but no attempt should be 
made to perform a radical operation when the pri- 
mary growth involves other organs such as the uri- 
nary bladder or the ureters, or when there are second- 
ary deposits outside the area of “‘spread.”’ Uncon- 
trollable glycosuria, serious cardiac lesions, and re- 
nal inefficiency are other conditions indicating pal- 
liative rather than radical measures. 

For growths involving the rectum from the anus 
up to a little above the pelvic floor, the author is in 
favor of Miles’ operation and is opposed to any modi- 
fication of the Kraske operation. 

In discussing the deficiencies of Miles’ operation 
Thring states that the sacrifice of the sphincter ani 
is justifiable only when the growth is at or about the 
anus—in the rectal ampulla or at the level of, or a 
little above, the pelvic floor. In such cases a well- 
made and well-placed iliac colotomy, is far better 
than any form of sacral anus. He maintains also 
that if the operator defines and exposes the ureter 
from the pelvic brim up to its entrance into the 
bladder and does not use clamps in this region, he 
will not damage the ureter. 

The advantages of Miles’ operation are summar- 
ized as follows: 

1. It is begun and completed at one time. 

2. The abdominal section allows a thorough ex- 
amination and a decision as to the propriety of at- 
tempting a radical operation. 

3. The colotomy, as distinguished from a colos- 
tomy, is easily and readily effected. 

4. Complete and visual control of the blood ves- 
sels and ureter or ureters is obtained. 

5. There is free access to, and control of, the 
lateral ligaments of the rectum, so that they can be 
clearly seen and divided, together with the middle 
hemorrhoidal artery. This is of supreme importance 
as it facilitates the perineal portion of the operation. 

6. The immediate opening of the colon at the 
colotomy wound is of the greatest help as it allows 
the early passage of flatus and thereby prevents 
distention. Morris H. Kaun, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Ernst, Z., Szappanyos, B., and Foerster, J.: Ex- 
perimental Studies on Extrahepatic Bilirubin 
Formation in Surviving Organs. Magy. orv. 
Arch., 1924, XXV, 239. 

The isolated surviving spleen of the dog, if per- 
fused for hours with blood, produces bilirubin. 
Twelve experiments were performed in which the per- 
fusion was continued for four or five hours. Before 
the experiment the blood did not contain the slight- 
est trace of bilirubin, whereas after the perfusion 
it contained from 0.2 to 2.8 mgm. per 100 c.cm. 

When the spleen asphyxia, i.e., the time during 
which the spleen was without a blood supply, was 
longer, the production of bilirubin was diminished. 
This asphyxia cannot be avoided, but should be as 
short as possible. 
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Defibrinated blood used for perfusion may con- 
tain some Ringer’s solution, but large amounts of 
the solution decrease the formation of bilirubin. The 
bilirubin produced by the spleen changes the pale 
pink of the fat around the hilum to a distinctly yel- 
low tinge and can be identified chemically. 

If the vitality of the surviving spleen is impaired, 
no bilirubin is formed. Surviving kidneys and lungs 
do not produce bilirubin. In dogs injected with 
phenylhydrazine, the production is doubled. In dogs 
treated with colloidal silver and iron the surviving 
spleen produces the same quantity as in untreated 
dogs. 

The determination of small quantities of bilirubin 
in the serum was done by the authors’ own method 
in which serum proteins are coagulated with a dou- 
ble quantity of acetone, filtered, and compared 
colorimetrically with a 1:6,000 solution of potassium 
bichromate. De TakAts, M.D. 


Czirer, L.: Adenoma of the Liver. Magy. orv. Arch., 
1924, XXV, 157. 

A man 28 years of age was admitted to the 
hospital with the diagnosis of tumor of the liver or 
pancreas. At exploration, performed by Verebely, 
a tumor the size of an apple was found in the left 
lobe of the liver. This could be shelled out easily. 
The bleeding vessels were tied, the margin of the 
liver wound was sutured to the peritoneum, and a 
loose pad was laid in the cavity. Complete recov- 
ery followed. The patient left the hospital three 
weeks after the operation. When he was re-exam- 
ined two years later he was found to be without 
complaint. 

A complete review of liver tumors is given. Ten op- 
erative cases are reported. A close relationship of 
cirrhosis, regeneration, and the development of ade- 
noma and carcinoma is pointed out. 

In conclusion the author gives a brief description 
of surgical procedures in cases of liver tumors. 

De TakAts, M.D. 


Rosenthal, F.: The Pathogenesis of the Various 
Forms of Icterus in Man (Die Pathogenese der 
verschiedenen Formen des Ikterus beim Menschen). 
Ergebn. d. Chir. u. Orthop., 1924, xvii, 308. 


Rosenthal first reviews the changes that have oc- 
curred in the theory of icterus and calls attention to 
the fact that we have returned to the old disputed 
questions which, since the eighties of the previous 
century, appeared to have been settled by Minkow- 
ski and Naunyn’s classical experiments on extirpa- 
tion of the liver. Virchow’s discovery of hematoidin 
in 1844 and the belief that biliary pigment is not 
exclusively the product of the liver led to the ex- 
periments mentioned, with the result that for dec- 
ades the dogma “no icterus without the liver” held 
sway. This dogma lost ground only when Aschoff 
and his pupils, McNee and Lepehne, and the Amer- 
ican investigators, Whipple and Hooper, advanced 
the theory of reticulo-endothelial icterus. But with 
the question of the icterogenetic capacity of the 


reticulo-endothelia and particularly of the Kupffer 
stellate cells of the liver we are in the midst of the 
problems which are still under discussion today. Be- 
tween these more important points of the investiga- 
tion of icterus lie, as it were, the minor points of 
knowledge—the advancement of the Quincke theory 
of anhepatogenic icterus and of icterus from resorp- 
tion, Sbadelmann’s theory of pleiochrome or hemo- 
lytic icterus, Minkowski’s theory of functional dis- 
turbance of the liver cells, which he called “‘para- 
pedesis,’’ Liebermeister’s theory of acathectic ic- 
terus, and Pick’s theory of paracholia. 

In 1902 Eppinger appeared to upset these the- 
ories completely with his method of staining biliary 
thrombi, until Minkowski demanded that biliary 
thrombi be considered, not the cause, but the result 
of functional injury of the liver cell. 

In 1898, Banti had in the meantime reported the 
disease picture of splenomegaly with cirrhosis of the 
liver, which was studied by and named after him, 
and in the course of which there may be considerable 
anemia and icterus. 

Banti was followed by Minkowski and Eppinger 
with the advancement of the theory of ‘hepatolienal 
icterus. 

In regard to the formation of biliary pigment, 
Rosenthal claims that, to date, no proof has been 
offered for the reticulo-endothelial or'gin of bilirubin 
or for the predominant importance of the liver cells 
in the pathogenesis of the hemolytic forms of ic- 
terus. He accepts the opinion of Schilling and 
Nathan who, even before the Aschoff school, as- 
sumed that the stellate cells are of importance as 
an endothelial protective apparatus for the liver 
cells, and that at the same time they protect the 
parenchyma cells of the liver from an overflow of 
pathogenic material. There can be no doubt that, 
especially under pathological conditions, biliary pig- 
ment can be formed outside of the liver. The ques- 
tions as to the importance to be attached to the 
Kupffer stellate cells, the other reticulo-endothelia, 
and particularly to erythrophagocytosis, and as to 
whether the intensity of such extrahepatocellular 
formation of biliary pigment is sufficient to produce 
a general icterus without the aid of the hepatic 
parenchyma cells are still unanswered. 

In Chapter 3, the author discusses the Hijmans 
van den Bergh method of determining the biliary 
pigment in the blood and the clinical significance of 
this method. In a summary, he says that the ab- 
sence or the marked retardation of the direct diazo 
reaction in pronounced forms of icterus indicates 
that there are forms of icterus with increased de- 
struction of blood, i.e., hemolytic forms of icterus. 

In Chapter 4, on the general symptomatology of 
icterus, the changes in the blood, the intestine, and 
the urine are discussed. The author calls attention 
to the fact that, in addition to the three characteris- 
tic substances in the bile—biliary pigment, biliary 
cholesterin, and biliary acids—other substances such 
as uric acid and combinations of iron and magnesium 
also deserve consideration. 
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In Chapter 5, the principles of the classification of 
the different forms of icterus and their deficiencies 
are discussed. 

In Chapter 6, Rosenthal discusses the special 
pathology and the symptomatology of the various 
forms of icterus. In regard to the pathogenesis of 
calculous icterus, he comes to the conclusion that 
in many cases of gall-stone colic and also in chronic 
icterus due to occlusion by gall stones a single me- 
chanical cause will not explain the usually very rapid- 
ly developing icterus. In such cases both infectious 
cholangeitis (Naunyn, Riedel) and a reflex mech- 
anism in the sphincter of the common bile duct 
(Westphal) may well play an important part. The 
icterus of cholelithiasis is therefore a mixed form of 
a mechanical, spastic, cholangeitic, and dynamic 
icterus, the components of which are so intermixed 
as to be difficult to single out. 

The icterus due to disturbances in the region of 
the biliary excreting apparatus is attributed by 
Rosenthal to a more or less considerable primary 
injury of the liver cells due to toxic or infectious 
influences. 

Simple icterus with its intermediate forms up to 
acute atrophy of the liver appears as developmental 
stages of a disease process which, depending upon 
its nature and severity, may remain stationary, re- 
cede, or advance. 

Discussions of Weil’s disease, the toxic forms of 
icterus, the icterus of infectious diseases, acute liver 
atrophy, and cyanotic icterus of heart disease then 
follow. Of interest to the surgeon is the icterus of 
chloroform narcosis, which is due to the power of 
chloroform to dissolve the lipoid which is bound to 
the cholesterin and lecithin of the cells. In a certain 
sense, the chloroform explodes in the cells, forming 
thereby cell-destroying substances (Gottlieb). 

The author does not use the term “yellow” in 
describing acute liver atrophy since, according’ to 
Umber, this term should be applied only to the post- 
mortem autolytic change in the liver. The picture 
seen at the operating table is entirely different from 
that seen at the autopsy table. Moreover, the re- 
sults of drainage of the hepatic duct in acute atrophy 
of the liver should be looked upon very skeptically. 
In the cases with a very acute course the excretion 
of bile is most often destroyed as a result of injury 
to the parenchyma. Braun and Tietze state that in 
subacute cases considerable improvement may often 
be obtained by draining the hepatic duct of stagnat- 
ing biliary masses that are often infected and exert 
mechanical pressure upon the liver cells; frequently 
such cases may be cured in this way. 

In hemolytic icterus, in which biliary pigment is 
formed in abnormally large amounts as a result of 
abundantly and incompletely compensated destruc- 
tion of blood, surgery gives good results. In this 
condition splenectomy (Micheli) was done success- 
fully in 1909. Eschinger and Banti then inaugurated 
systematic operative treatment. In the subicterus 
of pernicious anemia, the same attempts at treat- 
ment were not successful, whereas, in the icterus of 


splenomegalic cirrhosis of the liver, splenectomy (first 
advocated by Eschinger) gave good results. 
PLENz (Z). 


Whitaker, L. R., and Milliken, G.: A Comparison 
of Sodium Tetrabromphenolphthalein with 
Sodium Tetraiodophenolphthalein in Gall- 
ee Radiography. Surg., Gynec. & Obst., 1925, 
xl, 17. 

As the result of experiments conducted on animals 
and man the authors conclude that for biliary cystog- 
raphy sodium tetraiodophenolphthalein is superior 
to sodium tetrabromphenolphthalein. Because of its 
greater atomic weight, the iodine-containing salt is 
twice as opaque to the X-rays as the bromine salt. 
Therefore the quantity required to obtain a shadow 
of the gall bladder is only one-half the dosage re- 
quired of the latter. As there is no appreciable dif- 
ference in the toxicity of the two drugs, the margin 
of safety is in favor of the salt containing iodine. 

VERNE G, BurRDEN, M.D. 


Schoenbauer, L.: The Ferments in Their Relation 
to Certain Diseases of the Gall Bladder and to 
Ileus: Clinico-Experimental Studies (Die Fer- 
mente in ihrer Beziehung zu gewissen Erkrankungen 
der Gallenblase und zum [leus: klinisch-experi- 
mentelle Untersuchungen). Arch. f. klin. Chir., 
1924, CXXX, 427. 

By the experimental work reported in this article 
our knowledge of the ferments of the gastro-intes- 
tinal canal, which heretofore was an unknown field, 
has been materially broadened. Stimulus for these 
studies was given by the clinical observation that 
internal incarceration of volvulus of the small bowel 
has a much poorer prognosis than a similar condition 
of the colon. It is known that volvulus of a loop of 
small intestine of even short duration may soon be- 
come very dangerous. This fact cannot be attributed 
to the penetration of bacteria through the intestinal 
walls because the types and numbers of micro- 
organisms are much more menacing in the colon. 
Probably the chief factors responsible are the fer- 
ments. These, and especially trypsin, are present 
abundantly in the small intestine, and practically 
absent in the colon. 

Schoenbauer’s experiments with regard to the 
gall bladder, which were carried out on dogs, are 
based on those of Clairmont, Haberer, and Blad. 
They lead to the conclusion that in the development 
of a biliary peritonitis without perforation of the bile 
tract, the tryptic ferment plays a réle. Indeed, as 
shown by a clinical case, in which trypsin was dem- 
onstrated in the bile, a gangrenous cholecystitis may 
be caused by trypsin. It was found also that pepsin 
hydrochloride introduced into the gall bladder leads 
to the beginning of stone formation, and that trypsin 
and bacteria introduced into the peritoneal cavity 
simultaneously always proved fatal, but much larger 
doses of trypsin or bacteria alone were not fatal. 

The investigation discussed in the second part of 
the work—the relation of the ferments to ileus—has 
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led to no conclusions. With regard to the absorption 
of toxins in ileus, Enderlen and Hotz and Braun and 
Borutau have demonstrated that in the damaged 
portion of bowel absorption is almost abolished and 
that, accordingly, toxins can act from the ileus bowel 
only in larger doses and at a slower rate than from 
the normal bowel. That these observations agree 
with the clinical facts is shown by the difference in 
the prognosis between an internal incarceration and 
an incarcerated hernia. Therefore the surroundings 
of the incarceration are of importance, and it makes 
a decided difference whether the incarceration is 
intraperitoneal or extraperitoneal. 

The author demonstrated further than when a loop 
of the small bowel was excluded or obstructed, toxic 
protein decomposition products were found in the 
peritoneum and that trypsin was the cause of these. 
Some of these substances, which have a powerfully 
toxic action even in the absence of accompanying 
infection of the peritoneum, probably come from the 
bowel lumen and others from the cells of the damaged 
bowel wall. 

Therapeutic experiments on dogs which were 
based on these facts and were intended to detoxicate 
the poisonous proteins by coagulation or oxidation 
were not successful. No curative effect could be 
obtained by irrigation of the peritoneal cavity with 
pepsin hydrochloride. On the other hand, experi- 
ments with prophylactic injections of trypsin were 
very promising, and it appeared that an immunity 
toward trypsin and its decomposition products could 
be obtained by this means. 

Work on the development of a serum against ileus 
toxins is now in progress. VoLiHaRptT (Z). 


Rankin, F. W.: The Diagnosis of Gall-Bladder In- 
fection and Its Differentiation from Gastric 
and Duodenal Ulcers. Kentucky M. J., 1925, 
xxiil, 97. 

A great deal of research work has been done 
recently upon the function of the gall bladder. The 
gall bladder may regulate the flow of bile, may have 
an absorptive function, and may concentrate and 
thicken the bile. It may act also as a focus for in- 
fection, and once infected it may continue to be 
infectious. Gall stones are an evidence of biliary 
infection. Cholecystitis is practically always associ- 
ated with hepatitis. 

Chronic abdominal lesions are the most difficult 
to diagnose. The modern laboratory gives consider- 
able assistance, but a well-taken history, a careful 
physical examination, and proper evaluation of the 
subjective and objective symptoms far surpass any 
laboratory tests for the diagnosis of infections of the 
biliary passages. 

Ninety-five per cent of cases of lesions of the 
stomach and duodenum can be diagnosed with the 
X-ray. In gall-bladder conditions a negative X- 
Tay report is valueless. The Graham test for gall- 
bladder disease is probably the most valuable test 
yet devised. The Lyons method of collecting bile 
has not come up to expectations. 


The typical symptoms of both ulcer and gall- 
bladder disease are classical. Those of cholecystitis 
are usually milder than those of cholelithiasis, with 
the gastric disturbance more pronounced than the 
pain. Similar pain may be present in both. The 
attacks of pain come on suddenly and subside as 
suddenly. A great deal of the pain is due to the re- 
flex spasm of the pylorus. In cases of duodenal ulcer 
the ingestion of food gives relief, whereas in choleli- 
thiasis it causes distress. Morphine is needed for gall- 
stone colic but rarely for the pain of ulcer. Gall- 
stone trouble is more common in women; ulcers, in 
men. We should diagnose either gall-bladder disease 
or ulcer without reference to jaundice or hemor- 
rhage. Courvoisier’s law is true in about go per cent 
of the cases. An undistended gall bladder is difficult 
to palpate. Occasionally an exploratory incision is 
necessary for diagnosis. Marcus H. Hopart, M.D. 


Moynihan, Sir B.: Some Aspects of Cholelithiasis. 
Brit. M. J., 1925, i, 393. 


The author states that the two factors of chief 
importance in the causation of cholelithiasis are in- 
fection and an increase in the cholesterol content of 
the blood. 

Infection of the gall bladder may have its source 
in the teeth, the facial sinuses, the alimentary tract, 
the urinary system, or other foci within or outside 
of the abdomen. When it originates in the alimen- 
tary canal it may ascend from the duodenum along 
the common duct, reach the liver through the portal 
circulation, and thence descend with the bile. It 
may be borne also by the blood or the lymph stream, 
or may attack the gall bladder by direct invasion 
from a neighboring organ. Infection always pre- 
cedes the deposit of stones. The most common agent 
of infection in the gall bladder is the bacillus coli. 

The infection which initiates a process of stone 
formation must be mild, and is often recurrent. 

The amount of cholesterol in the blood should be 
determined in all suspected cases of cholelithiasis. 
The normal amount may be stated as 0.160 per 
cent. In the author’s opinion, an amount less than 
0.133 per cent indicates hypocholesterolemia; an 
amount between 0.133 and 0.160 per cent is normal; 
an amount between 0.160 to 0.192 is high normal; 
and an amount above 0.192 per cent indicates hyper- 
cholesterolemia. 

Hypercholesterolemia is found in arteriosclerosis, 
chronic nephritis, diabetes, the later months of preg- 
nancy, and cholelithiasis. 

Of 1o1 cases of cholelithiasis, 66.4 per cent were 
those of females. The average cholesterol value was 
0.217 per cent. Sixty-five per cent of the cases 
showed hypercholesterolemia; 23 per cent, high 
normal values; 11.5 per cent, normal values, and 
two, hypocholesterolemia. The diagnostic signifi- 
cance of an increased cholesterol content in the 
blood is therefore important. 

As a rule the diagnosis of cholelithiasis does not 
present much difficulty because the formation of 
stones in the gall bladder and the attempts at mi- 
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gration which cause hepatic colic are terminal events. 
Cholecystitis precedes cholelithiasis in all cases ex- 
cept those of solitary cholesterin stone. The symp- 
toms of cholecystitis are a sense of fullness, weight, 
distention, or oppression in the epigastrium coming 
on, as a rule, within half or three-quarters of an 
hour after meals, relieved by belching, and ceasing 
almost immediately when vomiting occurs. These 
sensations are caused by certain articles of diet, es- 
pecially those containing fats or acids. 

A sensation of tightness which makes the patient 
restless and may become acutely painful is relieved 
by bending the body forward, flexing the right thigh 
on the abdomen, or loosening garments which press 
upon the waist. Complaint is often made of acidity 
or heartburn, and in the act of belching there may be 
bitter or acid regurgitation. Acute stabbing pain is 
felt in the right side. Faintness, nausea, sweating of 
the face and neck, and a sense of great prostration 
may be followed by vomiting. Intermittent chills 
and fever are frequent. 

By the time that stones have formed, medical 
treatment can do nothing more than insure a degree 
of clinical silence; it does not seem able to retard a 
steadily progressive pathological change. Operation 
is safer than continued medical treatment. 

In the surgical treatment of cases of cholelithiasis 
in which the stones lie only in the gall bladder, 
cholecystectomy has displaced cholecystostomy. 
Cholecystectomy, rightly performed, is as safe as 
drainage of the gall bladder, and gives far more 
satisfactory after-results. 

A gall bladder is infected when it has lost its 
normal blue color or its sheen; when it has lost its 
suppleness and its walls are thickened by fibrous 
tissue or deposits of fat; when the cystic gland 
is definitely enlarged; when adhesions have been 
formed to the surrounding parts, especially the duo- 
denum or the stomach; and when the cystic duct is 
thickened. 

The operation is always begun at the cystic duct. 
The cystic duct is first clearly defined. Almost al- 
ways, it is adherent to, and lies beside, the hepatic 
duct before this duct joints it to form the common 
duct. It is divided % in. from the common duct. 
The cystic artery is ligated and the gall bladder re- 
moved. Ligation of the right hepatic artery should 
be carefully avoided. 

Hepatic insufficiency and acidosis are frequent 
postoperative occurrences. Two types of hepatic 
insufficiency are now recognized. In one, the bile 
discharged ceases or is greatly reduced, the jaundice 
deepens, the mind becomes dull, vomiting occurs, 
the pulse slows down, the patient becomes more and 
more feeble, drowsiness leads to coma, the blood urea 
steadily increases, and death results from renal fail- 
ure consecutive to hepatic failure. In the other type, 
the bile discharged becomes copious, thin, and pale 
after a normal course of from three to eight days, 
the jaundice does not change perceptibly, there is 
restlessness with great prostration and profound 
muscular weakness, vomiting occurs but is usually 


not severe, the blood urea remains low, and death 
results from the failure of liver function. 
Howarp A. McKnicut, M.D. 


Jolondz, A.: A Case of Retroperitoneal Phlegmon 
Complicating Cholelithiasis (Ein Fall der re- 
troperitonealen Phlegmone als Komplikation der 
Gallensteinkrankheit). Arch. f. klin. Chir., 1924, 
CXXX, 793. 


Retroperitoneal phlegmons following cholelithia- 
sis are rare. The author’s case was that of a 31-year- 
old man who was taken ill suddenly eight days pre- 
viously with pain in the right side of the abdomen. 
Occasional similar attacks had occurred previously. 
The patient had a high fever and his general con- 
dition was poor. In the upper abdomen, on the right 
side, an immobile tumor could be made out, which 
extended under the right costal arch. The diagnosis 
lay between pyonephrosis and abscess in the hepatic 
region. 

At operation, the region of the kidney was first 
explored, but no pus was found. Anterior to the 
kidney, however, Jolondz came upon infiltrated 
tissue, and when this was cut, an abscess cavity the 
size of an apple was discovered. From this cavity 
two gall stones were removed. 

The patient died two days after the operation. 
At autopsy, an abscess was found behind the peri- 
toneum. Anteriorly, this was bounded by the pos- 
terior wall of the stomach and the ascending colon. 
Its point of origin was the gall bladder, the floor of 
which was necrotic over a surface of 2 sq. cm. The 
inflammatory process had spread, first along the 
hepatoduodenal ligament, and from there into the 
retroperitoneal tissues. ScHUBERT (Z). 


Meulengracht, E.: The Demonstration of Tran- 
sient Jaundice in Gall-Stone Colic. Arch. Int. 
Med., 1925, XXxv, 214. 

The reported incidence of jaundice in gall-stone 
colic is very variable, but by quantitative estimations 
of the bile pigment in the blood plasma and of uro- 
bilin in the urine during and shortly after an attack, 
the author was able to demonstrate that gall-stone 
colic is very often followed by transient occult jaun- 
dice which frequently escapes clinical detection. 

The diagnostic significance of transient jaundice 
associated with typical pain and tenderness is evi- 
dent. However, it must be borne in mind that an 
increase in the bile pigment in the blood may occur 
in other diseases such as hemolytic icterus, perni- 
cious anemia, cirrhosis of the liver, metastatic car- 
cinoma of the liver, and carcinoma of the head of the 
pancreas. 

On the other hand, genuine attacks of gall-stone 
colic may occur without the association of any of the 
elements of jaundice. It is, of course, unnecessary to 
examine the blood and urine for bile pigments if 
an attack of colic is followed by evident pigmen- 
tation of the skin and sclera; the demonstration of 
transient occult jaundice is of value only in doubt- 
ful cases. 
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The author has devised a dilution method for 
estimating the quantity of bile pigment in the blood 
plasma. VERNE G. BuRDEN, M.D. 


Tavernier: End-Results of Cholecystostomy; Late 
Neoplastic Degeneration of the Gall Bladder 
(Suites eloignées d’une cholecystostomie; dégéné- 
rescence néoplastique tardive de la vésicule). Lyon 
chir., 1924, Xxi, 591. 

The author reports a case in which cholecystos- 
tomy was done twelve years previously for chole- 
lithiasis. The operation relieved the major symp- 
toms but left the patient with general malaise due 
to vague hepatic and gastro-intestinal disturbances. 
A secondary exploration revealed a gall bladder con- 
siderably thickened and adherent to the abdominal 
wall. The mucosa was ulcerated. Cholecystectomy 
was done. Two months after this operation the 
symptoms returned. Examination then revealed in- 
duration in the region of the wound due to the infil- 
tration of an epitheliomatous new-growth. Histolog- 
ical examination of the ulcerated mucosa revealed 
malignant changes. 

Although neoplastic changes are rare following 
cholecystostomy, the continuation of gastric and 
hepatic distress following this operation has led the 
author to discard this procedure entirely in favor of 
cholecystectomy. James V. Ricct, M.D. 


Lahey, F. H.: The Treatment of Common Duct 
Biliary Fistula by Anastomosing Them into 
the Intestinal Canal. Surg. Clin. N. Am., 1924, 
iv, 1483. 

The author describes the various methods of op- 
erating upon complete common duct fistula, and 
reports three cases. In two of the cases the duct was 
implanted in the duodenum. In the third it was 
placed in the pyloric portion of the stomach because 
of dense adhesions following a previous cholecystec- 
tomy. The technique consisted in dissection of the 
fistulous tract so that it was preserved intact, and the 
introduction of the tract into the duodenum or 
stomach. 

In the dissection, sufficient tissue must be dis- 
sected with the tract so that its walls. will be of 
considerable thickness. Care must be taken also 
to carry the dissection only down to the external 
surface of the liver, for if the tract is separated from 
the under-surface of the liver which forms its inner 
wall, angulation and, leakage are almost certain to 
occur. The inner portion of the sinus, the part next 
to the liver, is of such thinness that it does not per- 
mit freeing without leakage from the fistulous tract. 

The opening in the duodenum is best made by 
piercing with sharp pointed hemostats and gently 
stretching the opening until it just admits the end 
of the fistula with a small section of rubber catheter 
fixed by two stitches within its open end. A purse- 
string suture is then inserted about the opening and 
tied, not too snugly, about the implanted fistula. 
The rubber tube fixed in the end of the fistulous 
tract prevents the collapse of the tract when this 


Stitch is tied. Two fixing stitches may then be ap- 
plied on either side to prevent the pulling away of 
the duodenum during postoperative vomiting. The 
authors have never employed drainage in these cases. 
Cart R. Sremnxke, M.D. 


Meyer-May, J.: Biliary Peritonitis without Evident 
Perforation of the Biliary Passages (Péritonites 
biliaires sans perforation évidente des voies biliaires). 
Presse méd., Par., 1924, xxxii, 883. 

The author reports in detail a case of peritonitis 
due to a minute rupture of the gall bladder and re- 
views nineteen similar cases, discussing the symp- 
toms, the mechanism of this phenomenon, and the 
treatment. 

The onset is characterized invariably by a sudden 
violent pain limited to the area of the perforation. 
Later, as the condition spreads, the pain becomes 
generalized. Immediately after the rupture the 
temperature usually remains normal and there is a 
temporary bradycardia. Vomiting occurred in 60 
per cent of the cases, and icterus in one case. A 
correct diagnosis was made in six of the nineteen 
cases. 

When the symptoms are generalized, the patient 
should be questioned as to the site of the pain at the 
time of its onset. In doubtful cases in which a differ- 
ential diagnosis between peritonitis and the gastric 
crisis of the tabes must be made the author does an 
exploration through a very small incision. 

James V. Riccr, M.D. 


Bassler, A.: A Quantitative Test of Digestive Pan- 
creatic Activity Easily Applied Clinically: Tests 
for the Volume of Pancreatic Juice and Bile 
Secretions. Arch. Int. Med., 1925, xxxv, 162. 


In the author’s test of digestive pancreatic activ- 
ity a duodenal tube is passed on an empty stomach 
until the tip is 10 cm. beyond the pylorus. The 
patient is then given through the tube 100 c.cm. of 
a 5 per cent solution of Witt’s peptone, and at the 
end of five minutes the duodenal return is aspirated 
into a bottle. About 20 c.cm. of the A fraction of 
bile is aspirated and employed in the test. This 
contains more pancreatic secretion and less bile than 
the B and C fractions. 

The fraction is rendered slightly alkaline by the 
addition of a saturated solution of sodium carbonate, 
which standardizes the test and raises the pH value 
to about 7.0. The degree of enzyme activity meas- 
ured is the quantity that will just cause the disap- 
pearance of the iodine-color-producing substance in 
20 mgm. of corn starch in 5 c.cm. of a stabilized 
solution with electrolytes furnished by the presence 
of sodium chloride. The quantity of return from 
the duodenum in the A fraction which produces this 
result is regarded as containing 1/50 unit of amylase. 
The unit is the quantity of amylase that will digest 
1 gm. of starch under the conditions mentioned. 

The author describes the technique and the re- 
agents used in detail. The results are read in units 
of pancreatic efficiency. 
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Although this test indicates only the amylotic 
function of the pancreas, it will be found, by check- 
ing the proteolytic and lipolytic activities, that with- 
in small percentages, they all run together. The 
careful application of this test has been of decided 
clinical value. The author has found that in many 
cases of cholecystitis without stones the symptoms 
may be due to a hypopancreorrhcea instead of the 
gall-bladder condition. Wr11am J. Pickett, M.D. 


Piersol, G. M., and Bockus, H. L.: Pancreatic En- 
zymes in Cholecystitis. Arch. Int. Med., 1925, 
XXXV, 204. 

It is well known that in about one-fourth of the 
cases of cholecystitis there is an associated pancrea- 
titis. 

In the study reported in this article the external 
secretion of the pancreas was examined in a group of 
cases of proved cholecystitis in order to determine 
any variation in the amount of enzymes present. 
The pancreatic secretion was obtained by means of 
a duodenal tube from a patient who had been fasted 
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and whose stomach had been washed clean. The 
degree of enzyme activity was measured by the di- 
gestive action of the secretion which had been ob- 
tained from the duodenum in Einhorn agar tubes, 

Normal readings, with variations, were established 
for steapsin, amylopsin, and trypsin in the cases of 
twenty-six patients whose gall tracts were normal. 
Steapsin is the least, and amylopsin the most, vari- 
able of the enzymes, but the former is probably the 
most important in the study of pancreatic dysfunc- 
tion. 

Forty cases of gall-bladder disease were studied. 
The range of fluctuation in the amount of enzyme 
was found to be greatly reduced. In a considerable 
number of cases one or more enzymes were absent, 
and in 85 per cent the amount of one or more en- 
zymes was reduced 50 per cent. Steapsin was con- 
sistently reduced in quantity. 

Cases of cholecystitis of less than two years’ dura- 
tion showed no appreciable reduction in the enzymes. 
Eight cases of cholelithiasis gave findings similar to 
those in cholecystitis. VeRNE G. Burven, M.D. 
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UTERUS 


Lawson, J. D.: Roentgen Therapy of Uterine My- 
oma During Pregnancy. California & West. Med., 
1925, XXili, 301. 

Lawson states that in the cases of women who 
may become pregnant, pelvic irradiation should be 
done after great care in the selection of cases, and a 
very light dosage should be employed or complete 
castration effected. 

In the cases of pregnant women pelvic irradiation 
should not be done unless there are extenuating cir- 
cumstances, and in any event the patient and her 
husband should be informed of the possibility, if 
not probability, that the child will be affected by it 
in some way. 

If conclusions may be based on the results in six 
cases, irradiation during the latter months of preg- 
nancy is less injurious to the fetus than irradiation 
during the early months. 

It appears that the longer the time between the 
irradiation and a subsequent pregnancy, the greater 
is the possibility that the child will be normal. 

During pregnancy, roentgenography should be 
limited to the minimum. 

Roentgen abortion or castration should never be 
performed except when there are definite reasons 
why the ordinary surgical procedures should not be 
followed. 

There seems to be little difference between the 
effects of long and short waves on ova, either ferti- 
lized or unfertilized. Rotanp S. Cron, M.D. 


Lahm, W.: The Results of Combined Radium and 
Roentgen-Ray Treatment at the Municipal 
Gynecological Clinic of Dresden (Die Erfolge 
der kombinierten Radium-Roentgenbehandlung an 
der Staatlichen Frauenklinik Dresden). Fortschr. 
a. d. Geb. d. Roentgenstrahlen, 1924, xxxii, 142, 168. 


Lahm maintains that in every case in which radi- 
um and X-ray treatments are used the irradiation 
must be carried up to the point of local and general 
tolerance (toleration dose). 

Statistics show that the most favorable healing 
dose for carcinoma of the cervix of the uterus is 
6,000 mgm.-hrs. of radium element, and that the 
number of cures diminishes as soon as a greater dose 
is employed. As the results of irradiation are im- 
proved when two or three treatments are given, 
Lahm is inclined to return to the old practice of 
giving a series of irradiations with small doses. 

The cures that have been obtained with roentgen 
and radium therapy since 1921 are cited. At the 
present time a cure is obtained in 34 per cent of the 
cases of carcinoma of the cervix uteri. 

Martius (G). 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Randall, L. M.: Tubal Inflation in a Case of 
Sterility. Med. Clin. N. Am., 1925, viii, 1137. 


The case presented is representative of the type 
commonly seen in sterile women. The patient, a 
woman 29 years of age, had been married seven 
years and gave a history of an induced abortion in 
the second month of pregnancy nine months after 
marriage. The abortion was not followed by chills 
or fever but there was a foul odor to the copious dis- 
charge for about one week. The patient’s general 
health was excellent, but she had not conceived sub- 
sequently although she had used no precautions. 

The general examination, pelvic examination, and 
Wassermann test were negative. There were no path- 
ologic findings in the external genitalia, the uterus, 
or the adnexa. The vaginal secretion was mildly 
acid, and a postcoital examination revealed normal 
spermatozoa at the end of half an hour. Examina- 
tion of the husband showed spermatozoa normal in 
number, mobility, and morphology. It is pointed 
out that in 50 per cent of the cases of sterile mar- 
riages the sterility is due to the male. 

The technique of the inflation of the tubes that 
was done on two occasions in this case is described. 
The inflations were followed by an X-ray or fluoro- 
scopic examination. As no gas entered the peritoneal 
cavity, the tubes were pronounced non-patent. 

In many cases of sterility the cause is obscure and 
inflation of the tubes is a valuable diagnostic pro- 
cedure. In properly selected cases there are no un- 
favorable reactions. The author gives the contra- 
indications to the method. 

In certain cases occluded tubes have been opened 
by inflation. 


Krompecher, E.: The Granulosa-Cell Tumors of 
the Ovary. Hung. med. Arch., 1924, xxv, 1. 


Granulosa-cell tumors of the ovary are tumors 
originating from the stratum granulosum of the 
graafian follicle and consisting of epithelial cells with 
only slight differentiation. They include: 

1. The oéphoroma or follicular adenoma, in which 
the structure of the normal ovary is imitated. The 
author describes two cases. 

2. The medullary carcinoma. 
scribes six cases. 

3. Gyriform carcinoma and the intracanalicular 
cystadenocarcinoma. 

4. Folliculoid carcinoma. Two cases are described. 

In the author’s opinion, the follicle-like forma- 
tions are not true primary follicles because rosettes 
very much like these follicles can be found also in 
basal-cell tumors of the salivary glands. 

De TakAts, M.D. 


The author de- 
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Pribram, E. E.: The Pathology and Treatment of 
Malignant Ovarian Tumors (Zur Pathologie und 
Therapie maligner Ovarialtumoren). Zéschr. f. 
Geburtsh. u. Gynaek., 1924, Ixxxviii, 134. 


In the course of ten years the author has seen 
ninety-five malignant ovarian tumors, twenty-seven 
of which were inoperable. Operation was done in 
sixty-eight cases, but the radical excision of the 
tumor and metastases was possible in only forty- 
nine. In the remaining nineteen cases more or less 
extensive metastases or a primary tumor in the 
gastro-intestinal tract or the gall bladder had to be 
left behind. 

In forty-eight of the sixty-eight cases operated 
upon, a primary tumor of the ovaries was found. In 
thirty-seven the neoplasm was a carcinoma; in nine, 
a sarcoma; in one, a chorionepithelioma; and in one, 
a pseudomyxoma. Most of the primary ovarian car- 
cinomata were unilateral, but contact or implanta- 
tion metastases were frequently present in the ad- 
jacent peritoneum or on the surface of the uterus. 
In sixteen cases of definitely metastatic ovarian car- 
cinomata, all of which were bilateral, the primary 
tumor was situated in the stomach in eleven, in the 
colon in two, and in the gall bladder in three. 

In the author’s opinion the metastases arise as the 
result of implantation or retrograde transportation 
through the lymphatics. Frankl ascribes the greater 
importance to the retrograde lymphatic distribution. 
The question as to whether metastasis occurs by im- 
plantation or by way of the lymphatics is not only 
of theoretical interest but also of practical interest 
since in metastatic ovarian carcinomata due to im- 
plantation there is always the possibility of a cure 
by operation upon the primary tumor and the me- 
tastatic ovarian carcinoma, whereas in metastatic 
ovarian carcinomata distributed by way of the 
lymphatics a cure is impossible. 

The removal of the primary tumor and of. the 
metastatic ovarian tumors is best done in two stages 
separated by a short interval. So far as could be 
learned, a permanent cure was obtained in 12.4 per 
cent of the cases of carcinoma and in 50 per cent of 
the cases of sarcoma. In all but one of the cases of 
sarcoma the tumor was unilateral. Most of the re- 
currences appeared in the first three years, but some 
of them developed after five years. 

The average age of persons with metastatic ova- 
rian carcinoma is less than that of those with primary 
ovarian carcinoma. This fact is probably explained 
by better blood supply at the younger age. Ovarian 
sarcomata also belong to the younger age. 

In regard to the method of operation, the com- 
bined removal of the uterus brings the best results, 
but in young patients allowances may be made and 
a unilateral ovariotomy may be permissible. The 
author was unable to obtain a permanent cure with 
roentgen irradiation. In cases of inoperable ovarian 
carcinoma death may be postponed by irradiation, 
and in questionable cases operated upon radically 
the danger of recurrence may be decreased by this 
treatment. It is advisable to precede a laparotomy 


by irradiation and at operation to remove as much 
as possible of the tumor and allow some of the ascitic 
fluid to escape. STUEBLER (G). 


MISCELLANEOUS 


Lemon, W. S., and Mahle, A. E.: The Differential 
Diagnosis in Cases of Ectopic Adenomyoma in 
the Groin. Med. Clin. N. Am., 1925, viii, 1125. 


Three cases of ectopic adenomyoma of the groin 
were observed by Lemon and Mahle at the Mayo 
Clinic. In each case the tumor was confused with 
adenopathy of the groin. Adenopathies of this 
region fall into three groups: (1) femoral, (2) inguin- 
al, and (3) iliac. In two of the cases seen by the 
authors femoral hernia was considered as a diagnosis 
previous to operation. The causes of inguinal ade- 
nopathy are given as follows: 

1. Mechanical and chemical irntation, such as 
that produced by long-continued pressure from a 
truss and unclean habits. 

2. Septic infection in the region drained by the 
nodes. 

3. Tuberculous infection. There are three types 
of tuberculous infection. In one, the nodes are en- 
larged, ovoid, discrete, and without tenderness, but 
on excision are found to have lost all of their original 
structure and to be composed of a central necrotic 
mass and a surrounding layer of firm, fibrous tissue. 
In the second type the nodes are discrete and mov- 
able, occupy the usual location of lymphatic nodes, 
and simulate those of Hodgkin’s disease, but on 
biopsy are found to be composed of a very large 
number of miliary tubercles. In the third and most 
common type, the nodes eventually suppurate, often 
from three or four months or many years after their 
appearance. After suppuration they present the 
usual evidence of induration with the characteristic 
ragged sinus formation. Tumors of the node pro- 
duced by tuberculous infection are not common in 
this region. 

4. Syphilis. 

5. Specific infections such as rubella and plague. 

6. Hodgkin’s disease, lymphatic leukemia, or 
lymphosarcoma. 

7. Metastatic involvement. This may be car- 
cinomatous or sarcomatous. The melanotic type is 
probably most important and is distinguished as a 
rule by the bluish color. In three cases seen by the 
authors the primary disease appeared about the 
toes and was without pigment. In two instances the 
metastatic nodes themselves were free from the usual 
melanotic characteristics. . 

8. Fibromyoma, which may appear in the region 
of the canal of Nuck and may be confused with a 
thick-walled hydrocele. 

9. Aneurisms and other vascular swellings. 

The characteristic features of ectopic adenomyoma 
are summarized as follows: 

1. These tumors appear only in women. 

2. They are associated with menstrual disorders 
and sometimes with tumor formation in the pelvis. 
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3. They are sluggish, slowly growing tumors of 
benign character, taking years to develop and caus- 
ing disagreeable symptoms only during the men- 
strual period when they assume the functions char- 
acteristic of the uterine mucosa. 

4. The tumor enlarges and its swelling produces 
discomfort or pain; the growth becomes tender to 
the touch; and cysts form as small bluish areas be- 
neath the epithelium. 

5. In contradistinction to tumors of the nodes, 
ectopic adenomyomata appear in areas not occupied 
by lymph nodes. 

In each of the cases reviewed the tumors were 
histologically typical adenomyomata of the uterine 


type. 


Frigyesi, I.: Local Anzsthesia in Gynecological 
Operations. Tr. roth. Hung. Surg. Congr., Buda- 
pest, 1924, Pp. 139. 

The author reports the experience gained in the 
past eleven years in abdominal and vaginal opera- 
tions performed under local anesthesia. 

In eighty-four cases in which a vaginal operation 
was performed, parametrial anesthesia was induced. 
Perfect anesthesia was obtained in 69.28 per cent. 
In 19.09 per cent a brief general analgesia, and in 
16.68 per cent deep general anesthesia was necessary 
in addition. 

Parasacral anesthesia eventually combined with 
infiltration of the ligaments was induced in eighty- 
four major vaginal operations. Complete anesthesia 
was obtained in 77 per cent. In 1o per cent a few 
drops of ethyl chloride were used. Deep general 
anesthesia was necessary in 13 per cent. 

Sacral anesthesia was induced in twenty-three 
abdominal and seven vaginal operations. While 
percentages from such a small number of cases are 
not conclusive, this type of anesthesia did not seem 
reliable. In the literature fatal cases of sacral anes- 
thesia have been reported. 

Paravertebral anesthesia, although valuable in 
urological operations and certain abdominal opera- 
tions, requires, in gynecological procedures, so many 
injections (up to twenty-two) that the author and 
Braun have abandoned its use for laparotomies. 

Six hundred and eighty-three laparotomies were 
performed under anesthesia induced by blocking 
the abdominal wall and infiltrating the ligaments. 
The anesthesia was complete in 37 per cent of the 
cases. In 33 per cent a few drops of ethyl chloride 
were used. A short general anesthesia was induced 
in 22 per cent, and complete general anesthesia in 
8 per cent. Especially tumors of an inflammatory 
origin and operations requiring traction on the pelvic 
peritoneum (hysterectomy) were not suitable for 
this method. 

For sixty-seven laparotomies, blocking of the ab- 
dominal wall and parasacral anesthesia were com- 
bined. Complete anesthesia resulted in 54 per cent. 
In 22 per cent of these cases ethyl chloride was used, 
and in 9 per cent a short general anesthesia’ was 
necessary. 


Splanchnic anesthesia with abdominal block was 
induced in thirty-three gynecological laparotomies. 
Complete anesthesia resulted in 60 per cent and 
partial anesthesia in 24 per cent. In 16 per cent 
the method failed. The pelvic organs were always 
anesthetized in addition by parasacral, parametrial, 
or ligamental block. 

In seventeen cases the splanchnic and parasacral 
block was combined with block of the lumbar sym- 
pathetic or the hypogastric plexus. Complete anes- 
thesia was obtained in fourteen cases and partial 
anesthesia in three. In the latter, a few drops of 
ethyl chloride were used. 

In forty cases splanchnic anesthesia induced by 
the method of Kappis was omitted, the operation 
being performed under parasacral-hypogastric an- 
zesthesia. Complete anesthesia was obtained in 73 
per cent and partial anesthesia in 22 per cent. In 
5 per cent the method failed. As hypogastric anes- 
thesia is simpler and safer and requires less novocain 
than splanchnic anesthesia, the latter has been dis- 
carded. 

For smaller operations on the external genitalia 
and perineum (localized tumors, retention cysts, 
etc.) local infiltration was used. For more extensive 
procedures, Braun’s transverse perineal infiltration 
was combined with a subcutaneous infiltration of 
the vulva. 

Vaginal operations not extending to the perito- 
neum were best performed under anesthesia induced 
by transverse perineal infiltration. For operations 
on small localized processes infiltration alone was 
sufficient. For painless exposure with specula a sub- 
cutaneous infiltration of the vaginal introitus proved 
adequate. 

In operations for fistule and plastic operations 
anesthesia should be induced by methods in which 
novocain is deposited at a distance from the field of 
operation (transverse infiltrations). For operations 
on the lower portion of the uterus, such as discission, 
anterior hysterectomy, and the removal of small 
myomata, the author recommends anesthesia in- 
duced by the Ruge-Thaler parametrial infiltration 
combined, if necessary, with subcutaneous infiltra- 
tion of the vulva and vaginal introitus. Braun’s 
parasacral anesthesia may also be used for these 
procedures, but parametrial infiltration is easier 
and not painful. Emptying of the uterus and curet- 
tage may be done with the latter, but in most cases a 
circular infiltration of the lower uterine portion is 
equally satisfactory. 

In operations on the vagina that require the open- 
ing of the peritoneal cavity, such as interposition and 
vaginal fixation, the author induces complete anes- 
thesia by a combination of parasacral anesthesia 
with blocking of the hypogastric plexus. If the latter 
has been omitted, the infiltration of the ligaments 
(author’s method) can be used after the uterus has 
been pulled down. At this stage of the operation a 
short ethyl chloride analgesia is produced for a few 
minutes until the infiltration is done. The same 
combination of parasacral and hypogastric anes- 
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thesia may be employed for hysterectomy, especially 
in cases of cancer, adnexal tumor, and myomata. 

In cases of mobile uterus the anesthesia of choice 
is parametrial anesthesia combined with block of 
the hypogastric plexus or infiltration of ligaments 
and a short general anesthesia. 

The Alexander-Adams operation is performed un- 
der the typical anesthesia for inguinal hernia de- 
scribed by Braun. For operations on movable and 
easily accessible internal genitalia performed by the 
abdominal route, a block of the abdominal wall, 
hypogastric plexus anesthesia, and infiltration of 
ligaments and parametrium are indicated. If the 
hypogastric block is omitted, a short general anes- 
thesia may be necessary. For difficult cases, such as 
suppurative adnexal tumor, intraligamental tumors, 
and carcinoma bound down to the adjoining tissues, 
a parasacral block is added to the hypogastric anes- 
thesia; local infiltration is not advisable. If for any 


reason these methods cannot be employed, sacral 
anesthesia may be induced or, in the cases of old 
persons, spinal anesthesia. Neither of these, how- 
ever, is without danger. 

Infiltration of the abdominal wall is advisable 
even in general anesthesia, as when this is done 
relaxation is obtained by much smaller doses of the 
drug. 

In conclusion the author states that every vaginal 
operation should be performed under local anzs- 
thesia. In the cases of resistant patients a laparot- 
omy can be performed just as well under general 
anesthesia, but when an operation of long duration 
is necessary; a debilitated patient is a better surgical 
risk if local anesthesia is used. 

When general anesthesia is contra-indicated and 
there are also certain contra-indications to local 
anesthesia, spinal anesthesia is advisable, especially 
in the cases of older patients. |§ De TaKkArts, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Niedermeyer, A.: The Question of Abortions on the 
Basis of the Reports of Physicians from Soviet 
Russia (Betrachtungen ueber die Abtreibungsfrage 
auf Grund aerztlicher Mitteilungen aus Sowjetruss- 
land). Zentralbl. f.Gynaek., 1924, xlviii, 2467. 


The author goes critically into the reports which 
have come from Russia regarding the interruption of 
pregnancy which is there allowed on social grounds 
up to the third month. It is unfortunate that to date 
only reports not unfavorable to the government are 
permitted, and therefore the communications are 
not complete. Statistical reviews on the subject are 
lacking. 

It is evident that the interruption of pregnancy is 
no longer limited to cases in which there is an 
economic indication for it since in the communica- 
tion of one physician the statement is made that the 
private clinics are now given over to abortions for 
women of the wealthy classes. The author criticizes 
Galant’s article in which the serious danger to 
civilization from the decrease in the birth rate 
appears to be entirely ignored. Dretricu (G). 


LABOR AND ITS COMPLICATIONS 


Hammerschlag: Injuries to the Uterus During the 
Third Stage of Labor (Uterusverletzungen in der 
Placentarperiode). Ztschr. f. Geburtsh. u. Gynack., 
1924, Ixxxviii, 232. 

The author reports three cases of injury to the 
uterus during the third stage of labor. 

In the first patient, who died, a small rupture oc- 
curred at the fundus of the uterus near the attach- 
ment of the tube. The section of the specimen 
showed that the placenta was attached at this site. 
The rupture was the result of the Credé maneuver, 
which was carried out with great force. 

The second case was that of a para-iii, 29 years 
old. The attending physician attempted manual 
separation of the placenta, but as he was not com- 
pletely successful, he sent the patient to the hospital. 
When the author introduced his hand into the uterus, 
he noted that the left wall was ragged. Large and 
small tissue shreds were adherent to it, and at one 
point it was thinned out down to the peritoneum. 
Vaginal hysterectomy revealed that the attending 
physician had not entered the proper plane in his 
manual separation of the placenta, but had perfo- 
rated the uterine wall, producing almost a complete 
rupture of the uterus. The patient was discharged 
cured. 

In the third case a hemorrhage occurred one hour 
after delivery. When an attempt was made to ex- 
press the placenta, only a portion of it appeared at 
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the vulva. As the expression was unsuccessful even 
under anesthesia, manual separation of the placenta 
was attempted. On pulling down what he believed 
were secundines, the physician found that he had 
pulled an intestinal coil into the vulva. A complete 
hysterectomy was then done. The intestine, de- 
prived of its mesentery for a distance of about ro cm., 
was reunited with the mesentery, the parametrium 
was drained from below, and peritoneal closure was 
effected. The patient was discharged cured after a 
febrile convalescence. 

The specimen showed that the rupture, which 
was as large as a 5-mark piece, occurred at the fundus 
near the juncture with the tube. In this case again, 
the injury occurred at the site of attachment of the 
placenta. The author assumes that the rupture was 
either extended or caused by the expression, so that, 
on manual separation of the placenta, the abdominal 
cavity was entered. Conrap (G). 


DeLee, J. B.:_ The Low or Cervical Caesarean Sec- 
tion (Laparotrachelotomy) under Local (In- 
filtration) Anzsthesia. Surg., Gynec. & Obst., 
1925, xl, 230. 

Statistics show that when ether is used, one pa- 
tient in 5,000 dies, while when chloroform is used 
one in 2,000 dies. In a period of six years, physicians 
at the Chicago Lying-In Hospital gave ether in 
12,622 cases, in 7,745 to the obstetrical degree, and 
in 5,147 to the surgical degree. There were two 
deaths on the table, one from dilatation of the heart, 
one which occurred two hours after operation from 
an unknown cause, and two from ether-aspiration 
pneumonia. From this experience the author con- 
cludes that many immediate and late fatalities from 
ether are not recorded, and that many are not even 
recognized as such. 

DeLee believes that novocain is the anesthetic of 
choice for all caesarean sections, including the low or 
cervical section (laparotrachelotomy). ‘The most 
common contra-indication is lack of confidence on 
the part of the patient. The technique is contra- 
indicated also when the surgeon lacks faith in local 
anesthesia or cannot or will not sacrifice the time and 
effort demanded by it. 

Heart disease is not a contra-indication to local 
anesthesia. While it is conceded that ether is well 
borne by cardiopaths, the records show that the heart 
is caused to beat more rapidly by ether than by the 
fear of the operation under local anesthesia. The 
postoperative vomiting from ether anesthesia is also 
a severe strain on a weakened heart. 

Eclampsia and threatened eclampsia are not con- 
tra-indications to local anesthesia. The author be- 
lieves that local anesthesia is the method of choice 
in these cases. In eclamptics, the alkali reserve is 
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reduced. General anesthesia creates acidosis in even 
normal persons and greatly augments that of eclamp- 
tics. This accounts in part for the high mortality of 
operations performed in eclamptic states. The 
women do not recover from the anesthetic, sink into 
shock and coma, and die. As an aid to the use of 
sugar, soda, and insulin to combat acidosis, local 
anesthesia is added. 

In diabetes mental shock is considered especially 
dangerous, but if hyperglycemia and acidosis are 
caused or aggravated by general anesthesia, as 
Pemberton and Cunningham claim, it would be well 
to weigh the advantages of local anesthesia. The 
author had only one case of diabetes in his series and 
this case had been under good treatment for months. 
The outcome was most successful in all respects. 

The author formerly believed that he could not use 
local anesthesia when labor was in progress with the 
pains six, five, and three minutes apart. However, 
noting the advantages of the local method, he tried it 
in cases of dystocia during active labor. To date, he 
has used it with success in twenty-four such cases. 
One woman, with a contracted pelvis, had a threat- 
ening degree of thinning of the lower uterine segment 
and pains every two minutes. In this case the opera- 
tion was an entire success. In one case the labor 
pains were very severe and the patient unruly. 
DeLee gave nitrous oxide and oxygen for each pain 
exactly as in normal labor. He deepened the an- 
zsthesia, likewise, for the moment of delivery of the 
head. The rest of the operation was completed as 
usual. 

Special indications for local anesthesia will be 
found in cases of cold in the head, bronchitis, pneu- 
monia, and tuberculosis. In all cases of disease of 
the air passages, including sinus and tonsillar infec- 
tions and decayed teeth, one should try to persuade 
the patient to have local anesthesia as a necessity 
for her health. 

No one will question the necessity of local an- 
zsthesia in chronic nephritis and cases of liver in- 
volvement such as acute yellow atrophy, hyper- 
emesis, etc. 

The indications for these sixty-seven cxesarean 
sections were: contracted pelvis with mechanical 
disproportion, thirty-seven; contracted pelvis with 
abnormality of mechanism, seven; placenta previa, 
one; abruptio placente, two; eclampsia and threat- 
ened eclampsia, eleven; heart disease, four; ovarian 
cyst complicating labor, three; diabetes and con- 
tracted pelvis, one; and fracture of the pelvis, one. 

There were no deaths in this series. One baby 
succumbed six hours after delivery; this infant was 
four weeks premature and the autopsy showed al- 
most complete atelectasis. Another infant, born of a 
woman with chronic nephritis, was delivered dead 
and macerated. 

Of the sixty-seven women, only ten (15 per cent) 
vomited after operation. The only one whose con- 
dition gave any concern had marked distention of 
her exceptionally thin but soft abdominal walls and 
stercoraceous vomiting although her bowels were 
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moving, flatus was passing, and her temperature and 
pulse were normal. Of the total of 338 patients sub- 
jected to laparotrachelotomy, 26 per cent vomited, 
The use of local anesthesia has reduced this low 
figure still further. 

In eighteen (27.7 per cent) of the cases there wasa 
postoperative temperature of 100.4 degrees F. or 
over. In thirteen, the temperature was ror degrees 
F. or over. Of the total series of 338 cases, 4o per 
cent showed a temperature of 100.4 degrees F. at 
least once. Therefore it seems that local anesthesia 
reduces the incidence of all factors making for a 
febrile recovery. 

The causes of the fever were: bronchitis, pyelitis, 
and lochiometria in two cases each, mastitis in one 
case, suppuration of the wound in four cases, and an 
unknown condition in seven cases. 

Cari H. Davis, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Schaanning, G.: Puerperal Thromboses (Puer- 
perale Thrombosen). Norsk Mag. f. Legevidensk., 
1924, Ixxxv, 505. 

This article is a report of fifty-seven cases of 
thrombosis occurring after delivery which were ob- 
served at the University Gynecological Clinic of 
Christiania in the years from 1917 to 1922. As there 
were 9,367 births in this period, the incidence of 
thrombosis was 9.61 per cent. There was no in- 
crease in the condition during the times when puer- 
peral fever was more common. 

The age of the woman and the number of previous 
deliveries are of no importance in the etiology. In- 
ternal examination during labor does not increase 
the risk of thrombosis. Of 1,070 preparatory and 
delivering operations, nine (0.84 per cent) were 
followed by thrombosis. Among these were 694 
forceps deliveries with four thromboses (0.57 per 
cent), sixty-three abdominal cesarean sections with 
five thromboses (7.93 per cent), and ninety inter- 
ventions during the third stage with six thromboses 
(6.66 per cent). Loss of blood seems to be of great 
importance. In 448 cases this was greater. than 
1,000 gm. In sixteen (22.2 per cent) of seventy-two 
cases in which it was necessary to introduce the hand 
into the uterus because of hemorrhage puerperal 
fever developed, and in four (5.55 per cent) throm- 
bosis occurred. 

Of the 119 cases of placenta previa, forty-six were 
mild. In the seventy-three moderate and severe 
cases there were five deaths. In two of these cases 
thrombosis followed Braxton-Hicks version. 

The average duration of labor in the fifty-seven 
cases with thrombosis was twenty hours before and 
six hours after rupture of the membranes. As judged 
by the clinical course, the thrombosis usually oc- 
curred on the fifteenth or sixteenth day after delivery. 
In twenty-six cases the temperature was subfebrile 
from the second or third day after delivery until the 
onset of the thrombosis. The left side was involved 
about three times as often as the right. Embolism 
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occurred in thirteen cases, and in five of these before 
the thrombosis could be diagnosed. None of these 
patients died. Several cases of fatal embolism re- 
vealed no evidence of thrombosis, and are not in- 
cluded in this discussion. In all, there were three 
deaths in the cases of thrombosis, two from pyemia 
and one from pneumonia. The average duration of 
treatment was sixty-two days. 

Unusual complications were thrombo-phlebitis of 
both legs and the right arm in one case and necro- 
sis of the plantar surface of the eminence of the little 
toe in another. 

The treatment of thrombosis consisted in elevation 
of the foot of the bed on blocks 15 cm. high. Pillows 
obstruct the circulation, particularly at the entrance 
of the femoral vein into the external iliac. Narcotics 
were not spared. When the temperature and pulse 
had been normal for eight days, careful massage and 
passive and active motion were begun. SAENGER (G). 


MISCELLANEOUS 


Theilhaber, F. A.: New Studies on the Progressively 
Decreasing Birth Rate in Berlin (Neue Unter- 
suchungen des Geburtenaufloesungsprozesses in 
Berlin). Arch. f. Frauenk. u. Konstitutionsforsch., 
1924, X, 263. 

The decrease in Berlin’s birth rate is shown by 
numerous curves. This decrease is ascribed to purely 
social and economic causes due to the overcrowding 
of the large cities. To every 100 marriages there are 
only about fifty legally born children. Since about 
1880 there has been a decrease in the number of 
children after the fourth child. With the year 1890 
began the reduction in the number born after the 
third and fourth child, and since 1905 there has been 
a decrease in the number of those bearing even one or 
two children. Even the illegal births are decreasing 
markedly. Dretricu (G). 
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ADRENAL, KIDNEY, AND URETER 


Kindberg, M. L., and Bloch, A.: Nephritis with 
Hypertension of Nasopharyngeal Origin; Op- 
eration; Cure (Néphrite 4 forme hypertensive 
d’origine rhino-pharyngée; intervention; guérison). 
Bull. et mém. Soc. méd.d.hép. de Par., 1924, 3 s. xl, 
1371. 

The author reports a case of convulsive attacks, 
respiratory distress, albuminuria, and hypertension 
in an adult. Examination revealed a severe naso- 
pharyngeal infection with adenoidal overgrowth. 
Treatment of the local condition was followed by 
the complete cessation of all symptoms. 

James V. Ricci, M.D. 


Bumpus, H. C., Jr.: Pyelonephritis Treated with 
Mercurochrome. Med. Clin. N. Am., 1925, viii, 
1103. 


The author presents a case of bilateral pyelone- 
phritis and cystitis with rather marked irritability of 
the bladder of six or seven years’ duration in a 
woman 30 years of age. The patient had been ex- 
amined at the Mayo Clinic four years previously and 
at that time several teeth were extracted which 
showed definite periapical infection. Animal inocula- 
tion of cultures obtained from these teeth showed a 
green-producing streptococcus with an affinity for 
the urinary tract. No relief was obtained from the 
removal of the foci, and at the patient’s second visit 
cystoscopic examination of the bladder and kidneys 
showed the same conditions as were found previously. 

Four doses of 4 mgm. of mercurochrome for each 
kilogram of body weight, or approximately 20 c.cm. 
of a 1 per cent solution, were given intravenously 
over a period of ten days. The symptoms disap- 
peared very quickly after the first dose. On cysto- 
scopic examination immediately after the patient 
left the hospital the cystitis was found to be greatly 
diminished and the urine from the kidneys free from 
pus. The patient was ultimately relieved completely, 
and has remained well to date. 


Casper, L.: Fistule and Suppurations of the 
Ureter (Ueber Ureterenfisteln und Uretereneiterun- 
gen). Zischr.f. Urol., 1924, xviii, 545. 


In nephrectomy, the ureter is ligated 10 cm. below 
the kidney, cauterized, sutured over, and left in 
place. The extraperitoneal portion of the intestine 
is often closely adherent to the renal fossa, this ex- 
plaining why intestinal fistule not infrequently 
develop after the removal of a kidney. 

The author reports a case of ureteral suppuration 
in which a cure was obtained by irrigation with a 
1:1,000 solution of silver nitrate. Sometimes a stone 
is the cause of a ureteral fistula. Even in such cases 
the fistula may close spontaneously. Suppuration of 


the ureteral stump may be the cause of the sudden 
appearance of pus in the urine suggesting disease in 
the other kidney. Cystoscopy clears the diagnosis. 

The author cites a case of empyema of the ureter 
without previous operation in which there was an 
intermittent discharge of pus. The injection of 
sterile water into one ureter by means of a catheter 
was followed by the return of turbid fluid at the side 
of the catheter. Unfortunately this case was not 
explained by operation. 

Irrigation with silver solution is usually sufficient 
for the cure of empyema of a ureteral stump. 

FiscuHer (Z). 


Hommel, O.: Implantation of the Ureter and the 
End-Results of Implantations of the Ureter 
into the Bladder Done in the Gynecological 
Clinic of Kiel During the Period from 1911 to 
1922 (Ueber Ureterimplantation und die Dauer- 
resultate der in der Kieler Frauenklinik in die Blase 
implantierten Ureteren aus den Jahren 1911-1922). 
Dissertation: Kiel, 1924. 

In the course of the twelve years from 1911 to 
1922, eighteen cases of postoperative ureterovaginal 
fistula came under observation at the gynecological 
clinic in Kiel. In eleven (61 per cent) of these an 
implantation of the ureter was done. One of the 
patients died of diffuse peritonitis following the opera- 
tion. The primary result in all of the other cases was 
a cure of the fistula. Three patients died after ten, 
three, and one and one-half years, respectively, but 
so far as could be ascertained were free from recur- 
rence. One patient reported herself entirely well. 

The six patients who were re-examined had been 
free from recurrence for twelve, ten, ten, eight, seven 
and one years, respectively, at the time of the re- 
examination and were able to carry on their previ- 
ous occupations. Ureteral catheterization was at- 
tempted in four cases, but in no instance was It 
possible to introduce the catheter into the ostium 
of the implanted ureter further than 2 cm. In only 
two cases was the ureteral stump present in the form 
of a small bud-like formation; in the others, retrac- 
tion had occurred as the result of scar-tissue shrink- 
age. In four cases the function of the implanted 
ureter was good; in three cases this was determined 
by simple cystoscopy and in one case by chromo- 
cystoscopy. In both of the other cases no function of 
the ureter could be determined by simple cystoscopy 
or chromocystoscopy. RuncE (G). 


BLADDER, URETHRA, AND PENIS 
Livermore, G.R.: Pathology of the Posterior Ure- 
thra. J. Urol., 1925, xiii, 111. 


The author states that pathological conditions of 
the posterior urethra are so common and many of 
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them respond so readily to treatment that some of 
us are failing to afford relief simply because we have 
not used the urethroscope. Fulguration plays such 
an important part and is so easily and successfully 
employed that its use has now become universal. 

Bugbee has called attention to congenital hyper- 
trophy of the verumontanum, citing a case of his 
own and reporting seven cases in which autopsy 
revealed obstruction at the vesical neck with hydro- 
nephrosis and hydro-ureter resulting from congenital 
hypertrophy of the verumontanum. 

Livermore has seen cases with all of the classical 
symptoms of hypertrophy of the prostate in which 
no hypertrophy could be detected, the obstruction 
being clearly caused by an enlarged verumontanum. 
It has been his experience that the size, shape, and 
congestion of the verumontanum are often entirely 
out of proportion to the symptoms manifested. He 
accepts the dictum that the verumontanum is the 
mirror of the seminal vesicles, but does not believe 
that it always reflects the true condition. Although 
surprising results are often obtained by topical ap- 
plications to the verumontanum, he maintains that 
the true pathological condition is in the prostate, 
seminal vesicles, bladder, or kidneys and must be 
eradicated before a cure can be obtained. 

The treatment employed by the author depends 
upon the symptoms and the pathological changes 
found in the prostatic urethra, seminal vesicles, 
bladder, prostate, and kidneys. If the bladder and 
kidneys are involved, appropriate measures must 
be applied, and in all cases careful and long-con- 
tinued treatment must be given for the inflammation 
in the prostate and vesicles. 

If the verumontanum is congested and bleeds 
easily, topical applications of 20 per cent silver 
nitrate or, better, fulguration, will prove beneficial, 
especially in cases with frequency and burning on 
urination. Other measures of value are irrigation of 
the bladder with a 1:10,000 solution of silver nitrate 
following prostatic and vesicular massage and the 
passage of sounds previously cooled in ice water or 
covered with carbolic or silver nitrate ointment or 
the use of the Kohlman dilator. 

In cases in which the verumontanum is small and 
anemic, dilatation and irrigations of silver nitrate 
through the Guiteras tube are indicated instead of 
fulguration and applications to the verumontanum. 
However, if there is frequency with bladder irritabil- 
ity in these cases, fulguration will often give more 
relief than any other treatment. Vasotomy, hot sitz 
baths, hot rectal irrigations, and the use of electri- 
cally heated sounds and vacuum electrodes have their 
place, but it has been the author’s experience that if 
the patient still suffers after the inflammation in the 
prostate and vesicles has been relieved and the con- 
gestion and inflammatory swelling in the verumon- 
tanum and prostatic urethra has subsided, further 
efforts will be only partially successful. 

Patients are often wonderfully benefited also by 
applications to the verumontanum or by the puncture 
of a cyst in the prostatic urethra, but suffer a return 


of symptoms if the pathological condition in the ad- 
jacent structures is not corrected. 

The gross pathological findings in the posterior 
urethra include congestion, peculiar dark-red glob- 
ular areas which the author calls “‘ecchymotic tears,” 
and the distortions of the verumontanum described 
by Luys and Wolbarst, with tumors growing from, 
to the side of, and often overlapping and completely 
hiding the verumontanum. 

Papillomata of the urethra are classified by Ran- 
dall into three groups: (1) benign fibrous polyps, 
(2) benign villous polyps, and (3) benign glandular 
polyps. They may be removed by means of a snare, 
as advocated by McKenna; by means of a rongeur 
forceps, as advocated by Randall; or by fulguration. 
The only objection to fulguration is that it destroys 
the papilloma and prevents a pathological report on 
the type of the growth. 

The author discusses also urethral diverticula. 

C. RutTHerForD O’CRow_eEy, M.D. 


GENITAL ORGANS 


Folsom, A. I.: The Hemorrhage Hazard in Pros- 
tatectomy. Seouth. M.J., 1925, xviii, 45. 


Folsom discusses the hazard of primary hamor- 
rhage in suprapubic prostatectomy. He describes the 
various measures employed to control bleeding and 
points out their dangers and deficiencies. 

One of the earliest methods employed, the use of 
hot irrigations, has now been generally abandoned. 
Its failure was due largely to the fact that it favored 
bleeding by washing away the clot. 

The next method of control was the application of 
a gauze pack to the prostatic cavity. The author 
states this is rather universally recognized as not 
only a failure but an actual hazard. The pack fails 
because it soon becomes urine soaked and loosened. 
It is dangerous because it invites infection and its 
removal gives rise to secondary hemorrhage. Modifi- 
cations of the single gauze pack are open to the same 
objections. 

Another method of controlling bleeding is the use 
of a distensible rubber bag. Such a bag is cumber- 
some and difficult to apply and more difficult to 
keep properly placed. It is open to the same objec- 
tions as the pack. Moreover, when the bag is re- 
moved, a long, dirty urethral tube must be dragged 
through the prostatic cavity, the raw surfaces and 
adherent blood clot of which make an ideal culture 
medium for infection. 

Another method described by Deaver and others 
and popularized by Judd is suture of the edges of the 
cavity through a widely opened bladder. This tech- 
nique controls the bleeding but requires a long ab- 
dominal incision and a wide opening into the blad- 
der. Actual enucleation of the gland is not visual- 
ized in this way as is claimed, and nothing is gained 
by visual inspection of the wound. On the other 
hand, the long abdominal incision opens a wider 
area for infection, which practically always occurs, 
and thus predisposes to hernia, Moreover, to subject 
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all patients to an extended technique planned to 
control a situation which is extremely rare seems 
entirely unjustified. The literature is cited in sup- 
port of the contention that primary hemorrhage is 
uncommon. In a total of 3,500 cases there were 
only four deaths due in any way to hemorrhage. 

If the enucleation is done slowly and carefully, 
serious hemorrhage will not occur. Another ad- 
vantage of slow enucleation is that a larger amount 
of tissue juice is squeezed out into the prostatic cavity. 
The importance of this tissue juice in controlling 
sees: se has been heretofore overlooked. Its 
action is powerful, showing an appreciable effect 
even in a dilution of 1:1,000,000. In suprapubic 
prostatectomy with slow enucleation conditions are 
ideal for rapid clotting and the clot is many times 
more stable than has been realized. 

In the author’s technique the cavity is left entirely 
alone, and care is taken not to disturb the rapidly 
forming clot. Massage of the tissues surrounding 
the cavity, as recommended by Freyer, should be 
of value because it presses out more tissue juice. 

H. A. Fowter, M.D. 


MISCELLANEOUS 


Braasch, W. F.: Differential Diagnosis in Diseases 
of the Urinary Tract. Med. Clin. N. Am., 1925, 
Vill, T109. 

In the absence of clinical data suggesting inter- 
stitial nephritis, the diagnosis of renal polycystic 
disease may be difficult. In such cases pyelography 
is of great aid, although occasionally the pelvic de- 
formity may be difficult to differentiate from that 
caused by a neoplasm. It should be remembered 
that in polycystic kidney the elongation of the calyces 
is less marked, the ends of the calyces are usually 
broader and not tapering, and abbreviation and ob- 
literation of the calyces occurs more frequently. -In 
doubtful cases a pyelogram should be made of the 
other kidney at a later date. If the pelvis of the other 
kidney is normal, polycystic disease can be excluded. 

Too much value is being placed on interpretation 
of the renal outline as observed in the roentgeno- 
gram. The shadows of extrarenal organs may give 
the impression that the kidney is abnormally large 
or small. When the kidney shadow is large on both 
sides, the presence of bilateral polycystic disease 
may be inferred, but such shadows are sometimes 
caused by disease of one kidney with hypertrophy 
of the other. A similar error may be made on pal- 
pation when both kidneys are found to be enlarged. 

In the diagnosis of renal neoplasm the differential 
test of renal function is of considerable value. The 








majority of renal tumors will cause a reduction in 
the function of the kidney involved. However, un- 
less this reduction is marked, a definite interpreta- 
tion will be difficult when it is measured by the 
phenolsulphonephthalein test. With a reduction in 
function from the kidney involved there should be 
also a comparative increase in the function of the 
remaining kidney. 

In the presence of renal lithiasis differential tests 
of renal function are unreliable as exact indices of 
the function of the kidney. Because of the reflex 
irritation caused by a renal stone or an acute in- 
flammatory process, there is a marked temporary 
reduction in the dye secretion. When there is com- 
plete absence of the dye the damage is usually ex- 
tensive; when the dye excretion is normal, the kid- 
ney is usually normal. Intermediate dye values, 
however, .are very inaccurate. For this reason the 
outline of the renal pelvis as seen in the pyelogram 
is frequently a more accurate indication of renal 
function with stone than the dye test. Destruction 
of the function of the kidney is usually less in cases 
of round stones than in those of branched stones. 
Round stones, even of huge size, can be removed 
with much less damage than branched stones. 

The discovery of a papilloma protruding from the 
ureteral orifice necessitates differentiation between 
the following conditions: (1) papillary epithelioma 
of the renal pelvis with metastasis in the ureter, (2) 
primary papilloma or epithelioma of the ureter, and 
(3) inflammatory ureteral polyp. In cases of papil- 
lary epithelioma of the renal pelvis the pyelographic 
and ureterographic data are frequently sufficient to 
identify the condition. As a rule, the deformity 
associated with primary papilloma or epithelioma 
of the ureter is also fairly typical. Inflammatory 
polyp of the ureter may be due to: (1) granulomata, 
polyp, or ureteritis cystica, (2) polyp or granulomata 
resulting from the irritation of an impacted ureteral 
stone, or (3) granulomata with tuberculosis. 

In the diagnosis of renal tuberculosis it is often 
necessary to employ all of the clinical data obtain- 
able. The value of the roentgenogram and pyelo- 
gram in cases of renal tuberculosis should be em- 
phasized. In doubtful cases, roentgenography and 
urography together with guinea-pig inoculations 
have proved to be the most valuable tests known. 
The results of guinea-pig inoculations made of the 
supposedly normal kidney suggest that the infection 
is primarily bilateral in a considerable number of 
cases. However, this should not interfere with op- 
eration when one kidney is found on cystoscopic 
examination to be definitely diseased and the other 
apparently normal otherwise. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC.. 


Beatson, Sir G. T.: A Case of Osseous Metastasis 
from Primary Carcinoma of the Right Mam- 
ma. Brit. J. Surg., 1925, xii, 473. 

The author reports that in 55 per cent of cases of 
carcinoma of the uterine cervix no metastases were 
found at autopsy, while a similar freedom from 
secondary growths was found in only 3.2 per cent 
of cases of mammary cancer. 

In the case of carcinoma of the breast reported in 
detail in this article there was an extremely general- 
ized carcinomatous metastasis to the marrow of the 
bones, the parenchymatous organs, and the skin. 
The condition was characterized also by spontaneous 
pathological fractures, the presence of Bence-Jones 
bodies in the urine, typical X-ray findings, referred 
pain from nerve root pressure, and progressive 
emaciation. 

It is assumed that the skin metastases occurred 
by way of the lymph channels and the metastases in 
the marrow and parenchymatous organs by way of 
the blood stream. The blood picture showed a large 
increase in the white cells. 

In conclusion the author states that his experience 
indicates that slowly growing carcinomata are more 
apt to produce bony metastases than more virulent 
types. Dennis W. Crite, M.D. 


Leriche, R., and Policard, A.: General Considera- 
tions on Osteosarcomata: The Relations Be- 
tween the Mechanism of Normal Osteogenesis 
and the Structure of Osseous Sarcomata 
(Considérations générales sur les ostéosarcomes: des 
relations existant entre les mécanismes de I’ostéo- 
genése normal et la structure des sarcomes osseux). 
Presse méd., Par., 1924, XXxii, 957. 


The authors do not accept the theory that osteo- 
sarcoma is due to abnormal development of the 
highly specialized osteoblastic cells. In support of 
their rejection of this hypothesis they cite several 
histologists who maintain that the osteoblast does 
hot secrete ossein or calcium salts, as has been be- 
lieved, but, instead, represents a common type of 
connective tissue cell. 

They maintain that as the osteoblast is of con- 
hective tissue origin, it cannot give rise to a special- 
zed tumor like the osteosarcoma. Osteosarcoma is 
hot an osteoblastoma, but merely a modified type 
of sarcoma—an interstitial tumor. ‘ 

In a study of bone repair the authors noted that 

€ appearance of osteoblasts invariably followed 
the deposition of osseous material. The formation 
bony spicules was purely an interstitial phenom- 
‘non and occurred independently of the osteoblast, 
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following the accumulation of connective tissue fi- 
brils and the development of a specialized gelatinous 
substance of connective tissue origin. 

James V. Ricc1, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bancroft, F. W.: A Third-Stage Skin Plastic for 
Chronic Hematogenous Osteomyelitis. Surg. 
Clin. N. Am., 1925, Vv, 193- 

A swelling in the region of a joint in a child which 
is associated with fever, leucocytosis, and prostration 
is more apt to be due to osteomyelitis than to acute 
articular rheumatism. Osteomyelitis calls for early 
surgical treatment. In an acute case the marrow 
cavity should be opened but not curetted or packed. 
More chronic cases require the removal of all over- 
hanging bony portions and the obliteration of the 
dead spaces by the ingrowth of granulation tissue. 

The author describes the treatment of one young 
patient. A tubular flap was made by longitudinal 
incisions on the thigh, and the lateral surfaces were 
then sutured together to form a tube covered by 
skin and attached at both ends. A week later the 
upper end was dissected free and then sutured back 
in place to stimulate the blood supply of the lower 
attachment. The flap was then re-opened and its 
upper end was sutured to the granulated area over 
the site of chronic osteomyelitis of the opposite tibia. 
The legs were then held in position in a cast. After 
about ten days a constrictor was applied to the ped- 
icle of the graft for one hour and the reaction noted. 
The next day the length of time of the constriction 
was increased to three hours, and on the following 
day to six hours. As this test showed that the flap 
was well vascularized, the pedicle was cut and the 
transplant sutured at its lower end. 

CuesTerR C. Guy, M.D. 


Brickner, W. M.: The Treatment by Aspiration and 
Mobilization of Traumatic Joint Effusions 
(Traumatic Synovitis). Am. J. Surg., 1925, 
XXXIX, 23. 

Milch, H.: The Treatment of Acute Traumatic 
Synovitis. Am. J. Surg., 1925, xxxix, 27. 


BRICKNER summarizes his article on the treat- 
ment of traumatic joint effusions by aspiration and 
mobilization as follows: 

The effusion in a joint sprain contains blood. In 
traumatic synovitis, especially that due to external 
violence, the distention is frequently caused by pure 
blood. In appearance, such a hemarthrosis is not 
distinguishable from a hydrarthrosis. 

In acute traumatic synovitis there must be a tear 
of the synovial membrane and injury to the liga- 
ment, bone, or cartilage. 
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An X-ray examination should be made in all cases. 
It may disclose a fissure-fracture of the tibia, femur, 
or patella. 

A cartilage fracture which is not demonstrable by 
the X-ray may be the cause of a chronic traumatic 
synovitis with persistent or recurrent effusions. 

The time-honored treatment of synovitis of the 
knee by immobilization, massage, etc., is tedious and 
may leave a weakened joint. 

Treatment by prompt aspiration of the blood or 
bloody fluid and early mobilization is safe and sim- 
ple and shortens the period of disability by several 
weeks. It relieves pain, prevents atrophy, removes 
or decreases the danger of further trouble from re- 
tained fibrin, and leaves a stronger joint. 

In acute cases, weight-bearing immediately after 
the emptying of the joint is not advisable as it 
favors bleeding and delays the cure. Weight-bearing 
should be prevented for about a week, but in the 
meantime movement of the joint in bed and with 
the use of crutches may be allowed. 

MILcu describes the treatment of acute traumatic 
synovitis at the Hospital for Joint Diseases, New 
York City. 

After a physical and roentgen examination have 
been made, the joint is aspirated. An ordinary 
syringe armed preferably with a 19-gauge needle is 
used, and the joint is punctured through the iodin- 
ized skin area. The knee is usually punctured 
through an area a little to the inner edge of the 
patella and about 1 in. from its lower border, but it 
may be punctured with equal facility from the outer 
side. In the case of the wrist the needle is simply 
inserted into the tense synovial sac. Care is taken 
not to injure the cartilage or synovial membrane as 
this will cause a fresh hemorrhage into the joint. 
Even in the cases of children no anesthetic need be 
used. 

Following the aspiration the puncture wound is 
sealed with sterile adhesive tape and the patient is 
ordered to use the joint immediately. On the second 
day following, he returns to the clinic. If the fluid 
has re-accumulated in greater amount, weight-bear- 
ing should be discontinued, but as this has not oc- 
curred in any of the cases seen, the process of tapping 
the joint has been continued as long and as often as 
any fluid can be obtained. Ordinarily three or four 
tappings are sufficient. 

The author believes that, in addition to the aspira- 
tion, the massage attendant on function of the mus- 
cles plays a large part in the absorption of the 
effusion. 

In some of the cases baking and massage are pre- 
scribed, but in others are not used. These measures 
are regarded as desirable adjuvants, but are not 
essential. 

The results of the treatment described have been 
uniform. After a period of time ranging from six 
days to about three weeks the patients have been 
discharged cured. There have been no functional 
complaints and there has been no interference with 
joint motion. In some instances the parts have been 


restored to normal even anatomically. The author 
reports five cases subjected to the treatment de- 
scribed. 

One of the most striking results of the routine 
aspiration of traumatized joints was the establish- 
ment of the fact that in every instance the joint 
cavity contained blood. It was only after removal 
of the blood which was apparently effused at the 
time of the injury that the fluid took on the serous 
character considered typical of “‘ water on the joint.” 

In conclusion the author states that while it has 
not yet been determined whether the aspiration 
treatment will prevent the development of the late 
sequel of joint injuries, the procedure is rational 
and meets certain definite indications. By prompt 
and repeated evacuation of the bloody fluid, the 
distention and consequent laxity of the capsule are 
prevented; .the separation of the torn ligaments and 
the tendency toward their repeated injury are avoid- 
ed; and the precipitation of fibrin masses and possible 
consequent formation of joint mice and adhesions is 
decreased. By active early motion, atrophy of the 
muscles is combated and the absorption of the ex- 
udate is favored. 


Henderson, M. S.: Arthroplasty. Minnesota Med., 
1925, Viii, 97. 

Arthroplasty is well defined as a refined arthrec- 
tomy or a plastic operation in which just enough 
bone is removed from an ankylosed joint to permit 
motion with stability. 

In most of the cases reviewed, ankylosis was due 
to bony union. Ina few cases in which physiotherapy 
or brisement forcé were ineffective, fibrous union was 
mobilized by surgery. The jaw, elbow, knee, and hip 
joints in the order named seemed the most suitable 
for arthroplasty. In recent years excellent results 
have been seen in the hip after arthroplasty. The co- 
operation of the patient is a very important factor in 
the success of the operation. The advisability of the 
procedure depends to some extent also on the pa- 
tient’s occupation and economic status. The process 
that caused the ankylosis must be quiescent. In case 
of infection, the inflammation must have subsided, 
not only in the joint under consideration, but in 
every other joint that may have been involved. In 
joints that have been traumatized the callus must be 
matured before surgery is undertaken. The anky- 
losed tuberculous joint should be avoided. 

In all joints except the jaw it is best to interpose 
some substance, preferably autogenous tissue, to 
prevent a recurrence of the ankylosis. In the lower 
extremity, extension should be applied until post- 
operative reaction has subsided, as this permits early 
passive motion and prevents union. Of 103 cases 
treated at the Mayo Clinic, a satisfactory result was 
obtained in 81 per cent, while in 64 per cent the re- 
sults were either good or excellent. Failure to obtain 
good results was usually traceable to a poor selection 
of cases. The result certainly justifies the procedure. 

The author is confident that with the improvement 
of technique and greater experience in the selection 
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of cases the percentage of excellent results will be 
increased. 


Weidenreich, F.: The Transplantation of Preserved 
Tendons (Ueber die Transplantation konservierter 
Sehnen). Arch. f. path. Anat. u. Physiol., 1924, ccl, 
178. 

Tendon tissue can be replaced histologically even 
in large defects; regeneration takes place from the 
connective-tissue elements of the surrounding struc- 
tures (the external and internal peritenon) and also, 
to a slighter extent, from the tendon cells. His- 
tologically, scar tissue and tendon tissue are alike, 
but functionally the former is of less importance than 
the latter. When tissue of another sort is used to fill 
out a defect, it is gradually replaced by newly formed 
connective tissue. 

To explain the fact that tissue fixed in formalin 
behaves, when transplanted, exactly like living 
tissue, Nageotte advanced the theory that, in re- 
generation, fibrin first appears in the tissue fluid as a 
process of coagulation, and then becomes trans- 
formed into collagenic fibers. He assumed that both 
of these changes take place under the influence of a 
ferment secreted by the cells. Therefore the col- 
lagenic fiber is not a living, but a dead building 
material, and preserved material is as good as fresh 
for transplantation. The process of healing-in is 
as follows: 

Immigrating phagocytes destroy the dead proto- 
plasm and clean up the intercellular substance. 
From the ends or from the surface, new cells enter 
and deposit themselves upon the bundles of dead 
tendon fibers, making the latter again useful. At 
the same time, blood vessels grow into the trans- 
plant. The connective tissue fibers form supporting 
trabeculae. Nageotte says nothing about the union 
of the living substratum and the fiber bundles of the 
dead transplant, nor about the interaction of cells 
and fibers. 

To study this problem the author took a piece of 
freshly obtained tendon 1.5 cm. in length and kept 
it for four days in 4 per cent formalin. He then 
washed it in sterile Ringer’s solution and kept it in 
this solution for two days. He next laid it in a bed 
of similar tissue and fixed it in place by suturing the 
fascial sheath and skin over it. A plaster-of-Paris 
cast was then applied for fourteen days. At the end 
of three weeks the dog again bore weight on the 
paw, and at the end of five weeks he used the 
limb normally. He was killed eight weeks after the 
operation. 

The specimen showed no inflammation around the 
suture and no adhesions. The entirely healed-in 
transplant was normal in color. With the surround- 
ing tissues and with a control tendon obtained at the 
same time it was fixed in Helly’s solution. The stain- 
ing was done partly with Delafield’s hematoxylin 
and Van Gieson’s stain and partly by Weigert’s 
fibrin stain (gentian violet, Lugol’s solution, anilin 
il, and xylol) after preliminary staining with pur- 
purin, 


By this last method the old tendon tissue was 
stained a dark bluish-violet whereas the new tissue 
which surrounded the transplant and by which it was 
joined to the stump was stained only a light blue. 
When the first method was used the old tissue as- 
sumed a more or less yellow stain and the new tissue 
became a bright red. Therefore, by staining, the new 
cells and the connective tissue rich in fibrille were 
made to stand out sharply when macroscopically 
they appeared lost in the tendon. 

Microscopically the transplant had the appearance 
of ordinary tendon tissue; there was no swelling, 
breaking down, or other sign of degeneration. When 
it was compared with the control tendon, the only 
difference noted was the almost complete absence 
in the transplant of tendon cells and capillaries and 
their preservation in the control tissue. These, then, 
must have been dissolved by the tissue fluid in spite 
of the treatment with formalin. 

There were no signs of phagocytes. In general, the 
new tissue was joined to the fiber bundles of the 
transplant, but it was impossible to see how they 
were joined. At other points it appeared as if the 
fibrille of the transplant continued without inter- 
ruption into those of the regenerated tendon. The 
staining did not help out here; the transition was 
gradual. At the borders of the transplant and the 
implantation bed and their surroundings the pene- 
tration of fibroblasts and capillaries was noted, but 
at no point were there any collections of leucocytes or 
other indications of abnormal irritation. 

Nageotte’s theory was therefore confirmed. The 
tendon treated with formalin lost its original cells 
in the body of the host. In their places new ones 
appeared, which in the fiber bundles were similar to 
the original cells in number and disposition. At most 
points there was no connection between the fibers of 
the transplant and those of the newly formed tissue, 
but in some points such union was observed. 

The fact that in Nageotte’s experiment there was 
no longer any demarcation between the old tendon 
stumps and the transplant and that in all parts of the 
latter freshly immigrated cells were found must be 
explained by the fact that the author’s experiment 
lasted only eight weeks while Nageotte’s experiment 
was of more than three months’ duration. It is sur- 
prising that the organism not only tolerates col- 
lagenic tissue treated with formalin, but gives it a 
fresh supply of typical fibroblasts which, topographi- 
cally at least, behave in the same manner toward the 
formalinized collagenic fibers as toward the living 
fibers of the body, whereas in other cases the organ- 
ism attacks foreign bodies by phagocytic elements 
or tissue juices. 

The cause of this change in behavior lies in the 
extraordinary resistance of the collagen resulting 
from the aldehyde treatment. It may be assumed 
that collagenic fibers, wherever found, are formed 
according to the same primary laws, that is, by the 
falling out of near or distant cells under the influence 
of fermentation. However, the author does not 
believe, with Nageotte, that they represent directly 
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transformed fibrin. The fact that collagenic fibers are 
intercellular substance is no proof that they are not 
living. This is only a question of definition. 

The author proves from the various stainings that 
it is only where cells have wandered in that new 
fibrille are formed on the dissolution of old fibrous 
strands. It is only under the influence of these im- 
migrated cells that the old fibrous elements of the 
transplant break down and new ones form in their 
places and over the same area. The original fibers, 
however, are not taken over, as Nageotte under- 
stands it, but are gradually replaced. It is probable 
that ferments cause the old fibers to expand so that 
they become a homogeneous mass from which new 
collagenic fibers are formed under the influence of 
the cells. A transformation of the protoplasm of the 
cell itself does not take place. That hardening in 
formalin or alcohol alters the collagenic substance so 
little that it can be used for reconstruction, may 
doubtless be explained by the assumption that the 
chemical changes are not very great. 

According to Nageotte, there is no confirmation 
of the theory of an actual healing-in, in the sense of 
either a complete preservation of the transplanted 
piece of tissue or in the form of further usage after 
exchange of cells. The transplant merely holds the 
ground; sooner or later it perishes, and as it does 
so it is replaced by the surrounding tissues. Oppel 
calls this process a functional substitution or inter- 
plantation. OLJEMEK (Z). 


Bérard and Wertheimer: Suppurative Arthritis of 
the Elbow; Treatment by Simple Arthrotomy 
and Willems’ Method (Arthrite suppurée du 
coude; traitement par l’arthrotomie simple et la 
méthode de Willems). Lyon chir., 1924, xxi, 629. 


In the author’s case of suppurative arthritis of the 
elbow there was lymphatic extension of the infection 
to the entire arm. The joint was opened and-the 
pus evacuated by simple arthrotomy performed un- 
der general anesthesia. The wound and dressings 
were then saturated with antistreptococcus serum. 
Flexion and extension movements were practised 
daily. Three weeks after the operation the patient 
was able to move the elbow 30 degrees. 

James V. Ricci, M.D. 


Steindler, A.: Synovectomy and Fat Pad Removal 
in the Knee. J. Am. M. Ass., 1925, Ixxxiv, 16. 

Synovectomy should be performed only in the 
following carefully selected cases of chronic arthri- 
tis in which the infection is considered quiescent: 
(1) the definite type of low-grade infection with per- 
sistent pathological lesions characterized by synovial 
hypertrophy, bony exudates with marginal osteo- 
phytes, atrophy of articular cartilages, and hyper- 
trophy of the infrapatellar fat pads and suprapatellar 
pouch, as suggested by Jones; (2) the so-called 
lipoma arborescens or villous arthritis; and (3) 
the rare cases of osteochondromatosis described by 
Whitlock and Henderson which are characterized by 
a wrinkled and pouched synovial membrane with 





multiple fibrous tags, the ends of which are covered 
with cartilage. 

Synovectomy is said to exert an indirect influence 
on the metabolism of the knee joint through the 
restoration of function, but Steindler doubts whether 
this is true. The operation removes mechanical ob- 
stacles, such as interposing fringes of fat pads, and 
thus facilitates alignment of the knee. 

Of about 300 cases of chronic arthritis of the knee 
joint of the monarticular and polyarticular types, 
only eighteen were operated on, a total of twenty 
knees. This article reports the end-results in twelve 
cases from three to fourteen months after the opera- 
tion. Mobility was decreased in five and complete 
ankylosis resulted in two. In two cases mobility was 
increased, and in three, full range of motion was ob- 
tained. Weight bearing was satisfactory and pain- 
less in eight cases, fair in three, and poor in one case. 
Alignment was good in eleven cases and poor in one. 

In the six traumatic cases, in which there were fre- 
quent attacks of locking followed by chronic syno- 
vitis, operation revealed loose bodies and enlarged 
fringes and fat pads which impeded normal exten- 
sion of the knee and microscropic examination showed 
evidences of a chronic condition with exacerba- 
tions of a subchronic character. One case in this 
group was a case of traumatic arthritis with super- 
imposed tuberculosis. There were three cases of the 
chronic inflammatory type entirely quiescent with 
scar-tissue formation and few nuclei. A third group 
consisted of five cases of chronic inflammation with 
subacute or acute exacerbation. 

Although cases are operated upon which are con- 
sidered quiescent, it is obvious that one cannot be 
certain of the quiescence until it has been proved by 
histological examination. Steindler concludes that 
as weight bearing was painless in 66 per cent of the 
cases, normal alignment is necessary for the func- 
tion of the knee joint. To obtain normal alignment 
it is occasionally necessary to perform hamstring 
tenotomies and osteotomies on the femur. The fact 
that only 14 per cent of the cases had an increase of 
motion indicates that, as far as motion is concerned, 
the response to synovectomy in traumatic and quies- 
cent cases is different from that seen in the chronic 
inflammatory cases. Rupotpx S. Reica, M.D. 


Estes, W. L.: Amputations in Industrial Surgery. 
Ann. Surg., 1925, 1xxxi, 164. 


Factors determining the advisability of limb am- 
putation are: 

1. The patient’s condition, industrial position, 
and economic status, and the probable duration of 
the resulting disability. 

2. The nature and severity of the injury. 

In doubtful cases conservative measures should 
be employed. Treatment with Dakin’s solution will 
save many limbs. 

When amputation is necessary, a painless, well- 
rounded stump with sufficient soft tissue and skin 
to make a good bone covering must be obtained. 
The muscles will become atrophied and form a con- 
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nective tissue layer which will give added protection. 
The formation of a flap depends upon the location 
and condition of the injury. Flaps must be viable 
and long enough to unite without tension. Devital- 
ized flaps increase the disability and necessitate 
secondary operations. 

In the forearm skin alone may be used to cover 
the bone, but in the lower limb it is insufficient 
except at the ankle or knee. Nerves should be drawn 
out at least 1 in. and cut across evenly with the 
scissors so that they will lie above the bone end. A 
periosteal cuff long enough to fall over the bone end 
will cover the medullary cavity and lacune and 
check oozing from the bone. If the flaps can be ap- 
proximated only with tension, the bone must be 
sawed higher up or the wound left open for subse- 
quent resection of the bone. Except in rare cases of 
very severe infection and when a quick operation is 
necessary, guillotine amputations are contra-indi- 
cated. An experienced operator can amputate al- 
most as quickly by the flap method. 

A mediotarsal amputation with an adequate plan- 
tar flap properly sutured furnishes a useful and pain- 
less stump which, with a correctly fitting appliance, 
permits such an excellent gait that abnormality of 
the foot is unsuspected. Osteoplastic amputations 
are applicable to chronic pathological conditions of 
the foot and cases in which reconstructive proce- 
dures are necessary, but are rarely indicated in trau- 
matic cases. 

In the leg, the point of election for amputation is 
the lower third. Lower-third amputations are pre- 
ferred by apparatus makers and have the lowest 
mortality. In the middle third of the leg more soft- 
part bone coverage can be obtained, but leg-end 
weight bearing is less important here than in the 
thigh. _Knee-joint movements require lateral rather 
than end support. A false leg is not useful or en- 
dured long unless the sides of the stump, to which the 
weight is transferred, are gripped and snugly fitted. 

In the upper third of the leg, amputation should 
leave a bone at least 5 in. long. Even then, the false 
leg socket may press the fibular head, cause pain 
and gradual dislocation, or displace the distal fibular 
end with the consequent formation of pressure ul- 
cers. Amputation at the knee joint is preferable, 
has a lower mortality, and gives a good weight- 
bearing painless stump. 

_In the thigh, amputation done in the lower third 
gives a good stump for an artificial limb and has a 
low mortality. Amputation in the middle third 
may give a fairly useful stump. Higher amputations 
have a high mortality and do not give stumps which 
are satisfactory for prostheses. In such cases the 
guillotine method may be used to leave more bone 
if the stump is improved by a secondary plastic 
operation. Hip-joint amputations may be done by 
the gradual dissection method without the use of a 
touniquet, providing the femoral vessels are ligated 
before the flaps are made. 

In the upper limb, the bone should be left as long 
a possible. In aseptic operations the line of flap 


union is of less importance. Flaps from side to side 
or grafts may be used to cover the bone. In some 
cases, the bone may be covered by adhesive-strap 
traction on the skin. 

In the case of the phalanges, palmar flaps give 
good protection and conserve tactile sensation to 
the tip. Unless the tendons are long enough to 
suture or catch in the flaps, they are apt to retract 
and adhere so high as to impair flexion and exten- 
sion. If the metacarpus remains, even a short finger 
stump is valuable. 

In metacarpophalangeal amputations in the third 
or fourth finger, exsection of the lower end of the 
metacarpal destroys the integrity of the palm and 
impairs the use of the hand. After a metacarpal 
amputation for destruction of all of the fingers a 
stump with only a thumb or part of its proximal 
phalanx is more useful than any apparatus. 

Wrist-joint amputations leave good stumps if the 
styloid processes of the ulna and radius are removed. 
The skin should be longer than the fibrous tissue 
about the joint. The tendons, which are of little 
use, should be cut short and the other tissues folded 
over them. The annular ligament should be pre- 
served. 

In the forearm, kineplastic methods may be used 
in the cases of patients who are able to devote suf- 
ficient time for proper healing and training of the 
tendinous loops and extensions. 

Elbow-joint amputations leave useful stumps. In 
the arm, the site of election for amputation is the 
lower third, but the middle third offers good results 
for recovery and the attachment of a prosthesis. In 
the middle third the circular method is preferable. 
In the upper third, anteroposterior flaps are best. A 
high-arm amputation is better than a shoulder-joint 
amputation because, although the use of a prosthesis 
is impossible, a tourniquet may be employed and 
the mortality is lower. 

Estes gives the mortality of single major amputa- 
tions as follows: 


Mortality 

Location No. Deaths Per cent 

MR scp cane oboe ake eae 78 I 1.28 
eee rer ere 3 ° 0.00 
SRR ne ere ner 69 ° 0.00 
PUNE OUI ob. oc:' 50 ob 0 ove 48 2 4.16 
4 ere 15 ° 0.00 
eer 32 ° 0.00 
Foot (Pirogoff)................. 3 ° 0.00 
Foot (Symes).............. in, ° 0.00 
Foot (Mikulicz)........ eee 2 ° 0.00 
PE, re ‘> 2 2 1.62 
Leg, middle third............... 69 ° 0.00 
Rit, WOE GPE oe sc ctes 29 I 3.44 
Thigh, lower third...... PrEwices 112 8 7.14 
Thigh, middle third............. 49 8 16.32 
Thigh, upper third.............. 19 4 21.00 
rer rere 41 I 2.43 
Se cedivntacctenneeninncn 12 4 33-33 


In forty-six double synchronous amputations 
there was a mortality of 6.5 per cent. In three triple 
synchronous amputations there were no deaths. In 
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eighteen major amputations associated with some 
other major operation the mortality was 16.6 per 
cent. In six double amputations with some other 
major operation, and in one quadruple mixed opera- 
tion there were no deaths. Seven deaths resulted 
from infection and septicamia. All others occurred 
from shock and exhaustion within forty-eight hours. 

Of the patients who were followed, nineteen had a 
painful or ulcerated stump requiring re-amputation. 
In one boy, the humeral shaft was re-amputated. 
Twelve patients had an ulcerated or conical leg 
stump and six a painful or ulcerated thigh stump. 
Conical stumps developed in children with growing 
bones, especially after amputation through the up- 
per diaphysis of the humerus or femur. Parents 
should be told that a second operation may be nec- 
essary after a few years if amputation is done through 
any region other than the articulations. 

Pain in the stump was due invariably to the irrita- 
tion of the ends of nerve trunks near the cicatrix. 
Ulceration resulted from inadequate flaps and wide 
scars, and rarely from pressure or the rubbing of 
improperly fitted or ill-adapted prostheses. In no 
case was pain or difficulty due to an exostosis on a 
bone end. 

Permanent disability depended upon the part am- 
putated and the nature of the patient’s work. A 
workingman’s capacity was decreased much more 
after the loss of an upper extremity above the hand 
than by the loss of a lower limb. The International 
Association of Industrial Boards and Commissions 
rates a workingman’s disability at 75 per cent after 
amputation at the elbow and 60 per cent after am- 
putation below the elbow. The author considers 
this more correct than its estimate of a disability of 
75 per cent after amputation above the knee. The 
disability following amputation below the knee is 
rated at 50 per cent. 

Estes draws the following conclusions: ; 

1. After amputations in cases of industrial injury 
death results chiefly from blood loss or other injuries 
received in the same accident. 

2. The patient should be allowed to react from 
shock before he is subjected to operation. If there 
is no contra-indication, amputation should be done 
within three hours after the accident in order to pre- 
vent infection. Delay of operation requires scru- 
pulous control of the haemorrhage. 

3. Synergistic anesthesia seems best for the treat- 
ment of serious industrial injuries. Ether should be 
used very little, if at all. Chloroform is contra- 
indicated. 

4. A period of hospitalization is important for 
exercise, massage, and manipulation of the stump 
for the wearing of the artificial limb. The patient 
should not be discharged until he is able to wear and 
use the appliance efficiently and painlessly. 

5. An artificial limb should be applied as soon as 
the stump is solid enough to bear it. In the case of 
the leg and the thigh, this stage is usually reached 
within two months. If the use of an artificial limb 
is delayed from four to six months, atrophy of both 


the limb and the stump will make a heavy false limb 
difficult to use. 

6. Final adjustment of compensation should be 
delayed for at least two years, as by the end of that 
time most patients who have lost a part below the 
mid-thigh region will be earning as much as before 
their injury. Loss of the forearms and arms usually 
causes irremediable disability. No artificial limb 
fully meets the requirements, but hooks and clamps 
fastened to the end of a simple socket fitted over 
the arm stump are of great aid. 

WALTER C. Burket, M.D, 


FRACTURES AND DISLOCATIONS 


Vance, C. A.: The Treatment of Fractures of and 
about Joints. Kentucky M.J., 1925, xxiii, 112. 

Fractures involving articular structures are among 
the most difficult bony lesions the surgeon is called 
upon to treat. Prior to the use of the X-ray, the 
diagnosis and treatment were often incorrect, the 
majority of such injuries being considered more or 
less complete dislocations. The development of the 
present surgical attack of joint fractures has followed 
the great advances in the control of sepsis. 

Intra-articular fractures may be classified as sim- 
ple, compound, comminuted, and those with varying 
degrees of luxation of the joint. 

The prognosis of intra-articular fractures must be 
guarded because the extent or permanency of the 
damage to the joint cannot be determined with ac- 
curacy. In compound injuries there is great danger 
of ankylosis. The surgical treatment must be adapt- 
ed to the requirements of the particular case. 

In uncomplicated fractures the closed method 
gives good results if it is skillfully used. After re- 
duction, X-ray examination is necessary in order to 
follow the progress of repair. 

Surgical intervention on compound fractures must 
be carried out aseptically, and in infected cases pro- 
vision must be made for drainage. Antitetanus se- 
rum should be used early and devitalized fragments 
should be removed. Over-production of callus may 
be prevented by complete reduction, immobilization, 
and restriction of operative trauma. When bony 
union permits, massage and active and passive move- 
ments should be employed. 

Fremont A. CuHanoier, M.D. 


Koch, H.: Experimental Studies on Bone Regenera- 
tion and Callus Formation in Bone (Expet'- 
mentelle Studien ueber Knochenregeneration und 
Knochencallusbildung). Beitr. 2. klin. Chir., 1924, 
CXXxxii, 364. 

The experiments reported were concerned chiefly 
with the phenomena of regeneration in elongation of 
the extremity after fracture. They were carried out 
on the forelegs of young and old rabbits. A spring 
with a traction apparatus capable of pulling up t 
1 kgm. was applied and countertraction was appliec 
to the head of the humerus. Great pains were taken 
to eliminate the static functional influences. 
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The results showed that the formation of callus 
originated chiefly in the periosteum and only to a 
slight extent in the bone marrow. Metaplasia of the 
connective tissue into bone was not observed in any 
instance. Neither interstitial myositis, which was 
seen in several experiments, nor the deposition of 
calcium in the musculature led to bone formation. 
The regenerations were all of periosteal origin. They 
developed to a great extent in young animals in 
which the regenerative, specific embryonal tissue 
maintained its relationship during the extension. If 
the specific embryonal tissue was extensively sepa- 
rated either by strong traction or a sudden pulling 
apart of the ends of the bone, connective tissue grew 
into the cleft and bony union did not occur. In 
young animals, a certain lengthening was achieved 
after a sudden pulling apart of the ends of the bone 
as a result of the protrusion of the relaxed embryonal 
tissue into the cleft, but the bone did not consolidate. 
Attempts to lengthen the bone in old rabbits were 
unsuccessful. 

The difference between the callus formation in old 
and young rabbits is due to the fact that in young 
animals the periosteum can be more easily separated 
from the bone with maintenance of nutrition in the 
cambium layer, and the power of regeneration is 
greater. Callus formation is always dependent upon 
the periosteum. The experiments showed that stat- 
ically very adequate callus develops along the axis 
of the periosteal tube, whereas wherever the perios- 
teum is separated from the bone and musculature it 
retracts to its site of insertion in the bone. These 
formations owe their origin neither to osteotropic 
stimuli nor to functional static influences, but are 
due to mechanical effects of elevations of periosteum. 
If the elevation of the periosteum by the fracture has 
not been sufficient, the callus originating in the peri- 
osteum will also be insufficient. 

The formation of cartilage was always observed 
to occur where the periosteal tube was torn. The 
distribution of cartilaginous tissue in the fracture 
callus is dependent upon functional static causes 
only secondarily. If the periosteum grows into the 
fracture cleft, which is not rare, a partition between 
the two fragments is produced which prevents union 
and leads to the formation of a pseudarthrosis. 

Metaplastic ossifications were also investigated. 
In the author’s opinion, predisposition undoubtedly 
plays the most important part in their occurrence; 
if this were not true they would be observed more 
regularly. Their metaplastic character is demon- 
strated by muscular and fascial ossifications follow- 
ing trauma and infections. In the normal healing of 
afracture, connective tissue does not play a part in 
the formation of callus. 

The form of metaplastic ossification is exceedingly 
deficient and irregular. The only callus formations 
that follow absolute, immutable laws are the crea- 
tions of the periosteum and, to a lesser extent, those 
of the bone marrow. 

At the present time there are three views regarding 
the development of the various forms of callus: (1) 


that of Ollier, who ascribes the greatest importance 
to the separation of the periosteum from the bone; 
(2) that of Bier, who believes in metaplastic forma- 
tion of callus; and (3) that of Zondeck and Wehner, 
who ascribe the main part to function. The findings 
of the experiments reported in this article are entire- 
ly in favor of the explanation of Ollier. The various 
forms of callus are described by means of thirty-five 
schematic drawings. 

The effect of functional static influences upon the 
size and structure of bone callus has frequently been 
overestimated in the literature. The experiments 
showed that the formation of callus resulted in the 
concave angle of fractures that healed with angula- 
tion as well as when no such influences were present. 
It was shown also that the statically effective ex- 
ternal form of callus may result without the trophic 
stimulation of function, and that in the absence of 
functional static influences the internal statically 
effective architecture of the callus appears before 
the fracture has consolidated. Therefore, even in 
the early stage, the young callus does not represent 
an irregular mass of intercellular substance. Its 
first deposition is the decisive factor in the ulti- 
mate form of the callus; function has little effect 
upon it. 

The topographical arrangement of the various 
kinds of tissue observed by Wehner in his experi- 
mental production of callus under the influence of 
function was observed to occur also when functional 
stimulation was eliminated. 

For bony union in the elongation of bone the bone 
ends must at first be in contact. The fragments 
must not be separated by a sudden jerk, as under 
such conditions a bridging of the bone over the de- 
fect will not occur. Because of the pull of the at- 
tached muscles, the periosteum has a mechanical 
tendency to travel from the fracture ends toward 
the center of the cleft. Adequate nutrition of the 
periosteum is of the greatest importance for the 
bony bridging of the defect. 

As a practical result of the experiments, the author 
describes a method of bone elongation which con- 
sists of the Kirschner method of forming a sliding 
periosteal cuff and the Lexer method of bone peg- 
ging. After the formation of a periosteal cuff at a 
distance of from 10 to 15 cm. from the site of the 
fracture, a hole is bored in the other fragment 
through the cortex and marrow cavity and the op- 
posite cortex of the bone at a distance of from 4 to 
6 cm. from the site of the sawing. A peg from 16 to 
20 cm. long (a piece from the tibia or bone obtained 
at autopsy) is introduced by powerful traction of 
the bone into the marrow cavity of the fragment on 
which the periosteum was divided in a circular man- 
ner. Under continued extension the peg is then 
pushed backward into the other marrow cavity with 
a forceps under the previously constructed wire 
sling, which grasps the peg firmly. Traction may be 
begun immediately after the operation, so that the 
desired elongation may be achieved in from six to 
eight days. HauMANN (Z). 
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Keller, W. L.: The Treatment of Chronic Recurrent 
Dislocation of the Shoulder by Crucial Capsular 
Plication. Ann. Surg., 1925, \xxxi, 143. 

The essential etiological factors of recurrent dis- 
location of the shoulder are primary dislocation of the 
humerus and tearing of the capsule. Bony defects 
of the humeral head or the glenoid cavity may aid, 
especially when a detached bone fragment impinges 
on the glenoid margin or is free in the joint cavity. 

A small percentage of recurrences may be caused 
by injury of the shoulder-girdle muscles. Although 
muscle atrophy has been considered a factor, the 
very extreme atrophy incident to avulsion of the 
brachial plexus is seldom accompanied by dislocation 
if there is no capsule injury. It was shown during 
the war that almost any of the muscle groups named 
as influencing dislocations could be lacerated beyond 
repair, but that dislocation did not occur if the cap- 
sule remained intact. In a cadaver with only mod- 
erate laceration of the capsule dislocation is easily 
effected, even when the surrounding muscles are 
Intact. 

The author believes that the number of chronic 
recurrent dislocations of the humeral head would be 
greatly reduced if the primary dislocation and cap- 
sule tear were treated with the proper rest and the 
arm bandaged in adduction and internal rotation. 

In his operative technique Keller uses the Turner- 
Thomas incision which is made posterior to the 
axillary vessels over the humeral head where the 
posterior axillary fold fuses with the arm. The ten- 
don of the latissimus dorsi and the subscapular mus- 
cle are exposed, the space between these structures 
is widened by blunt dissection, and the capsule is un- 
covered by retraction of the subscapular muscle up- 
ward and inward. The circumflex nerve is isolated 
and the branches of the subscapular vessels which 
pass backward through the space are retracted. The 
capsule is freed more completely by blunt dissection 
than is done in the ordinary capsulorrhaphy opera- 
tion, and is incised midway between the glenoid and 
the humeral attachments upward and downward as 
far as it is possible to reach. 

The open joint is then explored and any loose 
bodies are removed. When this has been done the 
arm is elevated to the vertical position to relax the 
capsule, and all of the sutures are introduced, but 
not tied. The arm is next carried close to the side 
of the head and the sutures are tied. The crucial 
plication is completed while the arm is held in the 
position of greatest capsular relaxation and close to 
the angle at which dislocation most frequently oc- 
curs. A rubber tissue drain is carried down to the 
capsule. This is removed after twenty-four hours. 
The deep structures are closed by a few interrupted 
stitches, and the skin is accurately approximated. 
The arm is bandaged to the side for three weeks. 
Upward motion is then gradually increased. At the 
end of two weeks the patient is allowed to proceed 
with all normal movements. 

Keller reports briefly eleven non-epileptic cases 
of chronic recurrent anterior dislocation of the shoul- 


der of from three to twenty-one years’ duration which 
were treated by this method. The only recurrence 
developed in a patient who was ‘“‘loose jointed.” In 
one case of twenty-one years’ duration with more 
than 200 dislocations there was slight stiffness for a 
year after the operation. 

The statistics of the Zurich Surgical Clinic show 
that 52 per cent of all acute dislocations occur in the 
shoulder joint, and that 92 per cent of these are of 
the anterior type. 

The author believes that the simple operation on 
the capsule which has been described will relieve a 
large percentage of cases of habitual recurrent dis- 
location of the shoulder. The crucial capsule-plica- 
tion produces a band at the point of greatest capsule 
weakness and a uniform capsular contraction to a 
degree not possible after a vertical plication alone. 
The transverse plication shortens the capsule and 
prevents dropping of the head when there is no 
impediment to its ascent. 

Wa ter C. Burkert, M.D. 


Fredet, P.: A Series of Osteosyntheses Performed 
on the Humerus for Closed Fractures Since 
1911 and Their End-Results (Série intégrale 
d’osteosynthéses humérales pour fractures fermées 
exécutées depuis 1g11 avec leurs résultats éloignés). 
J. de chir., 1924, xxiv, 385. 

The author believes that although osteosynthesis 
has probably been overdone and a reaction against 
it will certainly follow, it is not to be entirely con- 
demned. Correct judgment of its value must be 
based on a series of sufficiently important cases, the 
work of one surgeon, judgment of each bone sepa- 
rately, and a careful analysis of the end-results. 
Anatomical restoration shown by the skiagram im- 
mediately after the operation or ‘‘in the first few 
months thereafter is illusionary.”’ Moreover, correct 
anatomical reposition, although desirable, is of less 
importance than the restoration of function. 

Fredet reports twenty cases of osteosynthesis of 
the humerus in which the formation of callus and 
the toleration of the suture material by the tissues 
were studied by means of skiagrams made in two 
planes at intervals of a month for seven months after 
the operation and then at intervals of a year. Simul- 
taneously, the functional results were studied. 

The ages of the patients ranged from 111% to 72 
years. Age had no demonstrable influence on the 
results except that young patients developed callus 
more rapidly than old patients. Thirteen of the 
patients were males. 

Fifteen of the fractures were diaphyseal fractures; 
two, cervical; and three, supracondylar. Of the 
twelve diaphyseal fractures, five were transverse, 
four slightly oblique, and three oblique with two 
fragments. Three fractures had three fragments. 
Eighteen were recent. In one case a pseudarthrosis 
developed after sixty-five days and in another after 
three hundred and ninety days. 

-If given his choice, Fredet at first preferred to al- 
low an interval of eight days to elapse between the 
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fracture and the operation, but later he shortened 
this interval to four or five days. 

The technique included rigid asepsis, the safest 
approach possible, the use of suitable instruments 
which would hold the fragments during the suturing, 
and the use of material for the synthesis which would 
be tolerated by the tissues, could be easily placed, 
and would hold the fragments firmly. At first, 
Lambotte plates with round-headed screws were 
employed, but later the steel plates suggested by 
Sherman were used. 

Oblique diaphyseal fractures with two or three 
fragments were treated by plating. When the frag- 
mented surfaces were extremely oblique, circlage 
with bronze aluminum wire was done. In cervical 
and supracondylar fractures the fragments were su- 
tured with wire or linen, and in condylar fractures 
screws were used. In the closure of the wound all 
dead spaces were eliminated. The skin sutures were 
left in place for ten days. After the application of 
sterile dressings a sling bandage was applied. 

In all sutured fractures, recent or old, bony union 
in good position was obtained. Metallic fixation 
was followed by a fusiform and slightly enlarged 
callus, regardless of the method employed. Bony 
union was always relatively slow. The suture ma- 
terial was surrounded by callus and caused no trou- 
ble. The functional results were excellent. 

The cases are reported in detail and the article is 
supplemented by tracings. 

The author concludes that in ordinary fractures of 
the humerus the methods commonly used are suf- 
ficient. Osteosynthesis he believes is indicated in 
only a small number of fractures in which there is 
great fragmentation and the interposition of muscle. 

KELLOGG SpEED, M.D. 


Hirsch, L.: Fractures of the Pelvis (Ueber Becken- 
frakturen). Beitr. z. klin. Chir., 1924, cxxxii, 441. 


Fractures of the pelvis constitute from 0.3 to 1.0 
per cent of all fractures, but under the conditions 
peculiar to the mining industry their relative in- 
cidence increases. Of 102 fractures caused by acci- 
dents in mines during a period of twelve years, 5.3 
per cent involved the pelvis. 

The author distinguishes between fractures due to 
direct violence and those in which the structure of 
the pelvis is an important factor. His cases of the 
first group included fourteen fractures of the wings 
of the ilium and three fractures in the anterior pelvic 
girdle. In the second group there were five isolated 
lractures of a ramus of the pubic bone in young per- 
sons, twenty-one fractures in the pubo-ischial region 
without demonstrable changes in the sacro-iliac syn- 
chondrosis, twenty-six fractures in the pubo-ischial 
tegion with changes in the sacro-iliac synchondrosis, 
twenty-two fractures with fracture lines in the an- 
terior and posterior pelvic girdle, nine fractures of 
the acetabulum, and two fractures without exact 
localization. 

In all fractures of the pelvis, collateral injuries 
play an important réle. Of these, the most important 


are lesions of the urethra and bladder. ‘The urethra 
may sustain an insignificant tear of the mucous mem- 
brane or may be ripped open or torn completely 
across. In injury to the bladder, the amount of fluid 
contained in the viscus is of great importance. When 
the bladder is fully distended and high against the 
abdominal wall, it ruptures more easily than when 
it is empty, and is also less able to escape being 
caught and pressed against the pelvic promontory. 

The diagnosis of fracture of the pelvis is based on 
the direct symptoms—abnormal mobility, crepita- 
tion, deformity, pain in the chest, and functional 
disturbances—but an X-ray examination is essential 
to determine the character of the injury. An X-ray 
examination is of advantage also because it is far 
easier than palpation of the severely injured patient. 
Moreover, the pelvis is not sufficiently accessible for 
palpation to reveal the condition of the fracture. In 
contrast to the stereoscopic X-ray picture, the single 
sagittal view of an object as large as the pelvis gives 
very imperfect results. Neither will a number of 
views taken from different angles give as clear an 
idea of the relations of a fracture as is given by the 
stereograph. 

The treatment of a fracture of the pelvis consists 
chiefly in a rest of four weeks in bed, flat on the back, 
without the use of plaster-of-Paris dressings, bone 
sutures, wire extensions applied to the iliac crest, 
or any such measures. In persistent dislocation of 
one-half of the pelvis, in Malgaigne’s fracture, and in 
separation of the sacro-iliac synchondrosis, the ap- 
plication of weight-extension to the limb is sufficient. 
In cases of separation of the symphysis pubis the 
author found that a girdle-shaped binder applied to 
the pelvis and held with a moderate weight on each 
side of the bed brought about firm union. The results 
of treatment in fracture of the acetabulum are not 
good. Non-operative reduction of luxation fractures 
of the hip joint is often made impossible by the im- 
paction of the broken-off margin of the acetabulum. 

The treatment of injury of the urethra is carried 
out chiefly with the indwelling catheter. In the 
author’s cases, ascending infection, pyelitis, and 
pyelonephritis were not observed. Failure to effect 
the passage of a catheter is an indication for external 
urethrotomy or, if the central stump of the urethra 
cannot be found, retrograde catheterization by su- 
prapubic cystotomy. Because of the bruised con- 
dition of the soft parts, suture of the urethra was 
not done in the author’s cases. The capacity of 
the urethral mucosa to cover over even large de- 
fects is so extraordinary that suture has little 
advantage. 

In all but two cases the fractures were industrial 
injuries and the patients were therefore under med- 
ical supervision until the final result was obtained. 

The fourteen cases of fracture of the wing of the 
ilium required an average of forty-seven days of 
hospital treatment. Four patients were discharged 
without compensation for disability; six, with 10 
per cent disability compensation for three months; 
and one, with 20 per cent disability compensation 
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for six months. The three remaining cases were 
complicated by injuries in other parts. 

The fifty-five injuries in the anterior pelvic girdle 
required an average of fifty-five days of hospital 
treatment. Two patients were entirely freed from 
symptoms and twenty-four received to per cent dis- 
ability compensation for three months. Eight pa- 
tients had less favorable results. In five cases, the 
disability was due entirely to collateral injuries. In 
twelve, there were injuries to the urethra; one of 
these cases is still under treatment. 

In twenty-two cases of injury to the anterior pelvic 
girdle and fracture of the ilium or sacrum, seventy- 
one days of hospital treatment were necessary. Three 
patients received ro per cent disability compensation 
for three months, and seven were given 20 per cent 
disability compensation; these patients have re- 
mained free from symptoms and able to work for 
more than three years. Three patients were given 
higher compensation; one received compensation for 
a disability of 40 per cent. In two cases fractures of 
the spine, etc., increased the compensation. In four 
cases there were urethral and vesical complications. 
One patient died. 

The treatment of the nine fractures of the aceta- 
bulum required an average of one hundred and twen- 
ty-five days in the hospital. The disability compen- 
sation ranged from 33% to 75 per cent. 

The prognosis of injuries to the urethra and blad- 
der is grave. In seventeen cases there were five 
deaths. : 

In the 102 cases of industrial injury the total num- 
ber of deaths was nine. Bove (Z). 


Conwell, H. E.: Fractures of the Femur—Treat- 
ment and Results Attained by Traction and 
Suspension. Surg., Gynec. & Obst., 1925, xl, 112. 

Beekman, F.: The Treatment of Wounds in Com- 
pound Fractures of Long Bones. Surg., Gynec. & 
Obst., 1925, xl, 120. 

Langworthy, M.: A New Traction Frame and Cali- 
per for Fractured Femurs. Surg.,Gynec. & Obst., 
1925, xl, 125. f 

CONWELL states that every fractured femur re- 

quires a major surgical procedure and demands as 
immediate and careful attention as that given an 
acute condition of the abdomen. The injured limb 
should be examined with great care not to increase 
the trauma, and should be immediately immobilized. 
Shock should be combated by the standard routine 
procedures and the patient taken to a hospital. An- 
teroposterior and lateral roentgenograms should be 
carefully studied, and the greatest consideration 
should be given to the type of the fracture, the mus- 
cle pull, and the patient’s general condition. 

Conwell effects immediate reduction in bed un- 
der anesthesia induced preferably with nitrous oxide, 

applies skeletal traction by means of calipers (in 80 

per cent of his series), and places the limb in a 

Thomas splint with a knee-flexion attachment. Sus- 

pension is maintained in his gas-pipe modification 

of the Balkan-Blake frame. The amount of weight 


necessary for proper alignment and position depends 
upon the muscular development and age of the pa- 
tient, but at the beginning the maximum amount is 
used. The knee is placed at a right angle and flexed 
1 inch each day until an acute angle is reached, and 
then extended 1 inch each day until an obtuse angle 
is reached. A daily inspection of the patient and the 
apparatus and frequent checks with the roentgen 
ray are made. The thigh, knee, and leg are given 
daily treatments of diathermy, massage, and radiant 
heat. 

After from twenty-five to thirty-two days, when 
sufficient callus is shown by the roentgen ray, the 
limb is taken down under anesthesia and placed in 
supportive splints. The splints are removed daily 
for hot water baths, active and passive motion, mas- 
sage, radiant heat, and diathermy. Diathermy must 
not be used in the presence of pus or extensive sub- 
cutaneous or intramuscular hemorrhage. 

Conwell avoids open reduction except when it is 
absolutely necessary, and advises against the use of 
circular casts. For cases of compound fracture he 
recommends early débridement and closure of the 
wound. 

BEEKMAN divides the wounds of compound frac- 
tures into two groups, those produced from within 
outward and those produced from without inward. 
The latter are more apt to be contaminated because 
the damage to the various tissues is greater. 

In fractures causing wounds from within outward, 
in which the ends of the fragments have become 
contaminated, reduction must not be attempted 
until the ends have been cleansed by removal of the 
contaminated portion of the bone. The soft parts 
should then be treated and the wound closed, the 
fracture being allowed to heal like a simple fracture. 

When in cases of compound fracture there is a 
large wound with destruction of tissue and con- 
tamination, as seen in fractures from without in- 
ward, Beekman combats shock and then gives an 
anexsthetic and does a débridement. Traction of the 
type indicated is applied, and Carrel-Dakin treat- 
ment is instituted. 

LANGWoRTHY favors the more general application 
of skeletal traction for fractured femur. Its advan- 
tages over the other methods are that it can prevent 
shortening and deformity and stiffness of the knee 
and hip joints and diminish atrophy of the thigh and 
leg muscles. Langworthy’s traction apparatus con- 
sists of a rectangular iron-pipe frame, 61% ft. long 
and 2 ft. wide, to which is clamped a vertical post 
33 inches high. The straight Thomas splint, which 
has a knee-flexion attachment, is supported by a 
horizontal bar 31 inches long which is clamped to 
the vertical bar. 

Three pieces of canvas are stretched across the 
frame and fastened with webbing straps and buckles 
on one side. When the patient desires to use the 
bed pan, the entire frame is raised by means of two 
short cross legs attached to each end and the 9-10. 
middle canvas is unbuckled. When the pan 1s re- 
moved, the canvas is replaced and the legs are folded 
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under, the frame then resting upon the mattress. 
The entire apparatus can be lifted out of the bed to 
a stretcher and moved to the operating table or to 
the X-ray table without disturbing the relations of 
the various parts. 

Langworthy has devised also a new caliper which 
allows complete extension of the knee joint. No 
part of this caliper comes in front of the knee joint 
as the curved portion holding the two metal pins 
which enter the bone passes underneath the thigh. 
The extension force is carried to a cross-bar a little 
beyond the foot by two chains attached to the cali- 
per at each side of the knee. The pins which enter 
the bone can be regulated to any desired depth. 

Roentgenograms should be made every two or 
three days until the best possible reduction has been 
obtained. Satisfactory reductions should be ob- 
tained in six or seven days. Movement of the knee 
joint may then be begun very gradually, the exten- 
sion or flexion being increased by raising or lowering 
the foot-piece and refastening it in the new position. 
When union is firm, as shown by palpation and 
roentgenograms, more extensive flexion and exten- 
sion movements can be carried out several times a 
day by means of the rope which is attached to the 
foot-piece. This can be done by the patient or by a 
nurse. At about the third week, active contractions 
of the thigh muscles may be begun while the passive 
movements are being made. At the same time, care- 
ful massage and stimulation of the muscles by the 
faradic current should be instituted. 

After about three weeks the calipers can be re- 
moved very easily without anesthesia. The limb 
should remain in the splints for about three or four 
weeks longer. Weight bearing may be begun as soon 
as manipulation and roentgenograms show that 
union has become strong enough. 

DanteL H. LevintHar, M.D. 


Cannaday, J. E.: The Treatment of Fractures of 
the Femur. /nternat.J. Med. & Surg., 1925, xxxviii, 
6. 


During the past twenty-five years there have been 
four periods in the treatment of fractures of the 
femur: 

_1. The period in which the old method of exten- 
sion with adhesive tape was used. This was usually 
applied in a faulty manner. 

2. The Lane-plate period. 

3. The bone-graft period. 

4. The period of skeletal traction. 

Skeletal traction is especially applicable to frac- 
tures involving the lower third of the femur, frac- 
tures in muscular persons when several days have 
elapsed before traction is applied, cases in which 
bony union with overriding has already occurred, 
and cases in which lacerations of the soft parts are 
80 extensive that adhesive traction cannot be used. 
The application of traction calipers is a minor opera- 
tion and is not followed by pain unless the technique 
or after-care of the patient is faulty. Sinus forma- 
lion after the use of calipers is very rare and is 


usually due to the insertion of the caliper points too 
far into the bone. 

Syphilis is very seldom a cause of non-union or 
delay of union. A very important point in the treat- 
ment of a fractured femur is the application of trac- 
tion before muscular contraction takes place. In the 
average case, fractures involving the middle and up- 
per thirds of the femur can be treated with skin 
traction with the use of from 35 to 40 lbs. of weight. 
Within a few days, if lengthening occurs, the weight 
can be decreased, but some weight should be con- 
tinued until considerable bony union is present. A 
slight amount of elongation of the limb is an ad- 
vantage. The X-ray, Thomas splint, and Balkan 
frame are, of course, essentials in the modern treat- 
ment of fractures. Fractures in the aged should be 
treated in such a way that the patient can be allowed 
out of bed several times daily. 

Temporary stiffness of the knee joint is one of the 
most disagreeable complications of a fracture of the 
femur. If possible, the knee joint should be mobi- 
lized during treatment, and daily massage directed 
especially toward mobilization of the patella will 
accomplish much. 

In a series of 150 cases of fracture of the femur 
treated by Campbell by reduction under anesthesia 
and the early application of a plaster cast satisfac- 
tory results (not over 34 inch of shortening) were 
obtained in only 35 per cent. The author reports a 
series of 150 cases of fracture of the femur which 
were treated in the past six years. Less than 2 per 
cent of the cases of simple fracture showed a poor 
result, that is, considerable bowing and shortening. 

Cyrit J. Giaspet, M.D. 


Schultze, F.: What is Accomplished by Cerclage 
of the Patella? Is It Justified? A Contribution 
on Fracture of the Patella (Was bewirkt die 
Cerclage der Patella? Hat die Cerclage in der Be- 
handlung der Patellarfraktur eine Berechtigung? 
Ein Beitrag zur Behandlung der Patellarfraktur). 
Zentralbl. f. Chir., 1924, li, 1962. 


The author states that in fracture of the patella 
suture of the patella is superfluous. 

The function of the patella is to protect the knee 
joint and to regulate the gliding movements of the 
quadriceps. 

From the clinical viewpoint, there are two vari- 
eties of patellar fracture: true fracture without sepa- 
ration of the fragments, and fracture with separation 
of the fragments and tearing of the extension ap- 
paratus. Interference with function depends upon 
the extent of the separation of the fragments and the 
injury to the quadriceps muscle. 

In reconstruction, the retraction of the quadriceps 
must receive first attention. Reconstruction of the 
patellar bed guarantees bony union of the fragments. 
The author has always obtained bony union and 
normal function by the following technique without 
suture of bone: 

The patella and the lateral extension apparatus 
are exposed by a curved lateral incision and the 
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patellar fragments are vertically luxated to bring 
them to a position perpendicular to the articular sur- 
faces and in juxtaposition with one another. The 
lateral extension apparatus is then drawn forward, 
and three or four clamps are applied along the suture 
line. Four or five sutures are placed on each side. 

The vertically placed fragments are then forcibly 
put back into position so that they lie firmly en- 
closed in the patellar bed. A few fascial sutures are 
inserted to complete the reconstruction, the skin is 
sutured, a buttonhole drain is introduced for twenty- 
four hours, and a splint is applied. 

After the first day the patient exercises the muscles 
of the limb regularly by tension and relaxation. This 
exercise may well be extended also to the muscles in 
other parts of the body. After ten days, active mo- 
tion in the knee joint is begun. 

In the author’s opinion, the older methods in 
which the attempt was made to obtain bony contact 
by means of wire sutures and the torn and retracted 
muscle was not reconstructed must have resulted in 
atrophy of the quadriceps, since the lateral exten- 
sion apparatus lost its normal tension. By the meth- 
od he uses, atrophy of the quadriceps is prevented. 

FISCHER (Z). 


Patel, M.: Fracture of the Leg Treated by Osteo- 
synthesis and Not Immobilized (Iractures de 
jambe traitées par l’ostéosynthése et non-immobi- 
lisées). Lyon chir., 1924, xxi, 562. 

Patel reports four cases of fracture of the long 
bones of the lower extremities in which bone plates 


were used. Passive movement of the joints was 
maintained throughout the patient’s stay in bed. 
There was no atrophy of muscle, and normal function 
was regained when the patient was allowed out of 
bed three weeks later. Bony union was complete. 
James V. Ricci, M.D. 


Koch, K.: Fractures and Pseudofractures of the 
Sesamoid Bone of the Great Toe (Ueber Frak- 
turen und Pseudofrakturen der Sesambeine der 
Grosszehe). Muenchen. med. Wehnschr., 1924, \xxi, 
1235. 

Fractures of the sesamoid bone of the great toe 
are usually direct, the force acting on the dorsum of 
the toe while it is resting on a solid foundation, 
Some of these fractures are indirect or tearing frac- 
tures. Both the indirect and tearing forms have 
been demonstrated experimentally on the cadaver 
(Morian, Stumme). 

In the differential diagnosis, congenital divisions 
of the sesamoid bone, which are usually bilateral 
but not infrequently unilateral, must be considered. 
The greater frequency of involvement of the tibial 
sesamoid bone as compared with the other bones 
is explained by its greater physiological burden. 

The treatment of fractures of the sesamoid bone 
consists in rest in bed, early massage, and hot air 
therapy. When there is considerable callus forma- 
tion, extirpation must be considered. The prognosis 
is favorable. The patient is usually discharged for 
ambulatory treatment after three or four weeks. 

JASTRAM (Z). 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 
Sénéque, J.: The Value of Arteriotomy for Arterial 
Emboli of the Extremities (De la valeur de I’ar- 
tériotomie dans les embolies artérielles des mem- 
bres). Presse méd., Par., 1924, Xxxii, 972. 

The author gives a brief review of the development 
of blood-vessel surgery. Hallowell, Carrel, Sabajew, 
Sencert, and Key were pioneers in the field. Ar- 
teriotomy gives good results particularly when the 
main arterial trunks are involved and serious cir- 
culatory disturbances are impending. In the use of 
this procedure the following factors should be kept 
in mind: 

1. The causes of emboli, such as mitral lesions, 
degenerative changes in the aortic intima, and, in 
rare instances, aneurisms. 

2. Localities where emboli customarily lodge. 
These are usually the bifurcations of the main 
trunks. 

3. Pathological changes consequent upon the 
lodgment of emboli. The presence of a clot may 
lead to changes in the intima with which it comes 
in contact and to subsequent thrombosis. 

4. The best technique for the exposure of the clot. 
Arteriotomy is at best a delicate procedure, and in- 
jury to the vessel at the point of the clot or by the 
application of the tourniquet may lead to serious 
postoperative sequel. 

Arteriotomy is of no value unless it is performed 
before gangrenous changes have occurred. A suf- 
ficient number of clinical manifestations, such as in- 
tensity of the pain, paleness, coldness of the ex- 
tremity, and absence of the pulse, are invariably 
present to warn of this change. Exact localization 
of the clot may be difficult. Motor and sensory dis- 
turbances are not always of great aid. Sencert be- 
lieves that exact localization is done best by noting 
the abrupt change between the presence and the 
absence of pulsation. Key does not adhere to this 
view as he has observed pulsations at a distance of 
4and 5 in. beyond the area of the clot and that the 
pulsation is transmitted. James V. Riccr, M.D. 


BLOOD; TRANSFUSION 


Bruellowa, L.: Changes in the Morphological 
Blood Picture under the Influence of Roentgen 
and Radium Therapy (Die Veraenderung des 
morphologischen Blutbildes unter dem Einflusse der 
Roentgen- und Radiumtherapie). Westnik Roent- 
genol. t Radiol., 1924, ii, 243. 

This article is based on about 800 blood examina- 
tions made on 170 patients with especial considera- 
tion of the Arneth classification. The practical con- 
clusions as regards prognosis are the following: 

A slight abnormality in the original condition of 
the leucocytes, a not very great variation in the 
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leucocyte count during the roentgen treatment, and 
a rapid return to the original condition in which the 
displacement to the left after Arneth may be great, 
but quickly disappears mean a good prognosis. 

An original hyperleucocytosis, marked variation 
during the roentgen treatment, and a long persisting 
displacement to the left indicate a doubtful prog- 
nosis. In such cases there will be only transient im- 
provement, no improvement, or slow deterioration. 

A very marked hyperleucocytosis before the begin- 
ning of the treatment, marked variations in the leu- 
cocyte count during the treatment, or a persisting 
hyperleucocytosis and persistent diversion to the 
left of the Arneth formula without a tendency to 
return to normal indicate a very unfavorable prog- 
nosis. 

The author concludes that it is not the young 
forms of leucocytes which are especially sensitive to 
the roentgen rays, but the older mature forms. 

Hotst (Z). 


Giffin, H. Z.: Four Cases of Hemorrhagic Purpura 
with Splenectomy. Med. Clin. N. Am., 1925, viii, 
1153. 

Giffin reports four cases which illustrate very 
satisfactorily the features of hemorrhagic purpura, 
both the severe and the mild types of the disease. 
Splenectomy has been surprisingly effective in caus- 
ing the disappearance of almost all of the features of 
the disease. The improvement following operation 
is just as prompt and much more spectacular than 
that following splenectomy in hemolytic jaundice. 

It is necessary to differentiate hemorrhagic pur- 
pura from haemophilia, acute aplastic anemia, cer- 
tain forms of acute leukemia with hemorrhagic 
manifestations, cases of multiple telangiectases with 
secondary bleeding, and a condition which might be 
termed ‘familial epistaxis.’ Very rarely a case is 
seen with characteristics which do not conform defi- 
nitely to those of hemophilia or those of hamor- 
rhagic purpura. Such a case was that of a patient 
who repeatedly suffered from excessive menstrua- 
tion and manifested some of the coagulation features 
of hemorrhagic purpura, and in whose family there 
was definite evidence of haemorrhagic diathesis. In 
another patient all of the features of hamorrhagic 
purpura were present with the exception of the low 
platelet count. In one case of acute aplastic anaemia 
with features of hemorrhagic purpura from the 
standpoint of the coagulation tests, splenectomy was 
performed without altering the course of the disease. 
In this instance there was a consistently low leuco- 
cyte count and the development of anemia preceded 
the onset of hemorrhages. 

In the differentiation of acute aplastic anemia 
with hemorrhagic manifestations and hamorrhagic 
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purpura, the persistent leucopenia may be of very 
great importance. The reduced number of platelets, 
the long bleeding time, the absence of retractility of 
the clot, and the presence of petechiz on the applica- 
tion of a tourniquet are the features which will 
usually clearly differentiate hamorrhagi¢ purpura 
from any of the other diseases mentioned. The ab- 
sence of a family history of hemophilia and of 
hemophilic joints is also of especial importance in 
the diagnosis. 

The spleen was palpable at the time of operation 
in only two of the author’s four patients. One of the 
spleens seemed to be considerably enlarged. The 
weights were respectively 202, 164, 124, and 92 
gm. The organs were weighed after the loss of a 
considerable amount of blood. A discrepancy be- 
tween the weight of the spleen and its apparent size 
at the time of examination would seem to indicate 
that in this disease the organ is filled with an ab- 
normally large amount of blood. 

Observations in general suggest that, before opera- 
tion, the average level of the platelet count is low, 
with an occasional rise to normal], and that after 
operation it is high, with an occasional drop below 
100,000. There seems to be considerable evidence 
indicating that platelet destruction may be a fun- 


damental factor in the disease. The rapid increase 
in the number of platelets following splenectomy, 
which was accompanied by the immediate cessation 
of hemorrhages, could be explained best by the im- 
mediate cessation of the excessive destruction of 
platelets. The results following splenectomy are 
comparable to those obtained in hemolytic jaundice, 
which is essentially a disease of hemolysis in which 
an abnormality of the red cells is probably funda- 
mental. Similarly, an abnormality of the platelets 
seems to be fundamental in hemorrhagic purpura. 


Janes, M..L.: The Value of Blood Transfusion in 
Subacute and Chronic Infections. Med. J. & 
Rec., 1925, cxxi, 16. 

Whole blood, because of its nutritive and bacteri- 
cidal properties, is an excellent stimulant in all in- 
fectious diseases. 

Blood transfusion is of unquestionable value in 
combating infection, toxemia, and bacteremia and 
in overcoming anemia. It should be used, not as a 
last resort, but as a therapeutic procedure. 

No patient whose response to infection is below 
normal should be allowed to struggle on against that 
infection without the stimulation of a blood trans- 
fusion. Howarp A. McKnicut, M.D. 
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SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Ravdin, I. S., and Ferguson, L. K.: The Early 
Treatment of Superficial Burns. Ann. Surg., 
1925, Ixxxi, 439. 

When a burn is of any considerable extent, the 
clinical picture is initially that of shock. After 
twenty-four hours there is a period of from two to 
four days in which the symptoms are those of a 
toxemia. Forty-three of the deaths in Blumenau’s 
series of cases occurred in the period of toxemia from 
the second to the fourth day. 

Many theories have been advanced with regard to 
the etiology of the toxemia. The authors accept 
the view of Boyer and Gumard and Robertson and 
Boyd that the toxins absorbed are formed by the 
action of the heat on the tissues. The autopsy find- 
ings seem to support this view. The suprarenals 
show marked hyperemia with numerous areas of 
hemorrhage and necrosis or hydropic degeneration 
of the parenchyma. The lymph tissue is involved in 
the same process. The heart shows hyaline degenera- 
tion, and the liver and kidneys a cloudy swelling. 

The history of the treatment of burns is that of a 
series of experiments most of which have been direct- 
ed to the local lesion. Robertson and his associates 
suggested the removal of the circulating toxin by 
exsanguination followed by transfusion to restore 
the blood volume and dilute the remaining toxins. 
In the authors’ opinion, this is the logical and most 
effective method of dealing with cases in which toxic 
symptoms develop. 

In extensive burns there is always a loss of heat 
due to peripheral vasodilatation. This is to be feared 
most in burns without charring as chars serve to 
prevent heat dispersion. 

Pain and heat loss act in a vicious circle to increase 
and prolong the initial shock. As the authors believe 
that pain is controlled more effectively by a local 
anesthetic, they have used packs of % of 1 per cent 
novocain. 

Parallel with the vasodilatation in inflammation 
there is an increased permeability of the vessels with 
consequent loss of circulatory fluids and resulting 
concentration of the blood. 

The investigations reported by the authors seem to 
indicate, with those of Vogt, Cevario, Robertson, 
and Boyd, that the constitutional changes due to 
burns, including those which cause death after the 
period of initial shock but before infection, are the 
tesult of the absorption of disintegration products 
for which the body has no lytic substances. 

Extensive superficial burns covering large surfaces 
with a protein which is foreign to the organism and 
becomes rapidly absorbed because of widespread 
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vasodilatation demonstrate well the value of vascular 
constriction in the prevention of toxemia due to 
local absorption. Local blocking of the circulation 
and early removal of the necrotic tissue will save 
many lives. 

The toxemia is evidently not like uremia since 
determinations of the blood-urea content in children 
and adults suffering from very extensive burns with 
advanced toxemia rarely showed more than 17 mgm. 
of urea per 100 c.cm. of blood. While in several cases 
the content was as high as 27 mgm. per roo c.cm., 
this was not high enough to account for the severity 
of the symptoms. 

Vaughan found that the poisonous action of the 
cellular substance is in proportion to the extent to 
which, and the rapidity with which, it is split up 
by secretions of the body cells, and that this cleavage 
is determined by the relative surface exposure of the 
substance to the action of cleavage agents. All 
cellular proteins can be split into a poisonous and a 
non-poisonous moiety. Vaughan and Wheeler have 
called the poisonous moiety the ‘crude soluble 
poison.” The non-poisonous moiety is not soluble 
in water. Injections of the crude soluble toxin into 
animals caused a typical toxemia with convulsions. 

The crude soluble toxin can be autolyzed into 
non-toxic parts. However, autolytic ferments are 
possessed of a definite degree of specificity. The 
fact that blood and blood serum have an inhibitory 
effect on autolytic action also illustrates the dis- 
advantage of vasodilatation in the burned area. If 
an overwhelming amount of crude soluble toxin is 
thrown into the organism before a sufficient amount 
of lytic substances have been formed to break it down 
into non-toxic products, the toxemia may be over- 
whelming. 

As it is not rational to depend wholly upon the 
body to take care of the foreign cellular material 
produced by a burn, early débridement is practised. 
The recovery from the toxemia which occurs on re- 
moval of the destroyed tissues is astonishing. 

The administration of large amounts of fluid is 
directed toward the elimination of the toxin. Under- 
hill and his co-workers at Yale have shown that 
extensive superficial burns produce marked hy- 
dremia and that the rapid and continued adminis- 
tration of fluids causes a gradual reduction of the 
blood concentration with marked improvement in 
the systemic signs and symptoms. The improve- 
ment may be the result of dilution of the toxins and 
their increased elimination through the renal sys- 
tem. 

In the cases reviewed by the authors there was no 
marked evidence of nephritis. However, if severe 
renal changes occur, intravenous infusions and the 
administration of magnesium sulphate by rectum as 
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suggested by Fay, might be used. If the toxemia 
is overwhelming, the exsanguination-transfusion of 
Roberts and Boyd offers much promise. It is best 
to use this in connection with débridement as then 
the circulating toxins and the etiological factor will 
both be removed. 

Since the liver is a powerful detoxifying agent, and 
since its detoxifying power is supposedly propor- 
tional to its glycogen content, the authors’ patients 
were placed on a high carbohydrate diet. However, 
there is some doubt as to the efficacy of this pro- 
cedure. 

No method except peripheral block of the circula- 
tion has been found whereby the lytic substances of 
the body can be accelerated in breaking up the crude 
soluble toxin. After about ninety-six hours, lytic 
substances are present in sufficient amounts to dis- 
integrate the toxin. 

Repeated examinations of the plasma carbon 
dioxide in no instance demonstrated even the 
slightest degree of acidosis in the most extensive 
burns. 

In the treatment, different methods are employed 
in the various stages of the burn. The patient is un- 
dressed immediately or not, depending on the degree 
of shock. As soon as possible, all clothing is removed 
and an electric cabinet is placed over the bed. The 
burned area is then covered with gauze saturated 
with a solution of % of 1 per cent solution of novo- 
cain with 10 minims of 1:1,000 adrenalin to each fluid 
ounce. When the patient has reacted from the shock, 
the area of a second degree burn has become suf- 
ficiently anesthetized to allow the removal of the 
burned skin and opening of the blebs without causing 
pain. If the burn is of the third degree, the patient is 
anesthetized and a careful débridement is done 
within twenty-four hours. 

In the majority of the cases reviewed, fluid was 
administered only by mouth, but when rapid intro- 
duction was thought necessary the intravenous 
method was used. 

The novocain packs are used for from forty-eight 
to ninety-six hours, depending upon the extent of the 
burn and the time at which débridement was per- 
formed. On their removal, the area is sprayed every 
three hours with a fresh 2 per cent solution of dichlor- 
amin-T. In less extensive burns, packs of normal 
saline solution were used. The results were so favor- 
able that in the future this method will be employed 
altogether. : 


Exsanguination-transfusion was practised with 
considerable success in cases developing toxamia. 

As soon as healthy granulations appeared in the 
cases with extensive débridement, skin grafting was 
done with Thiersch or whole thickness grafts. 

The average length of time the patients remained 
in the hospital was thirty-one and eight-tenths days. 
In the series of fifteen cases reviewed there was one 
death. The patients ranged in age from 1 month to 
52 years. J. Frank Doucuty, M.D. 


ANZSTHESIA 
Weigeldt, W.: Injury to the Spinal Cord Following 
Lumbar Anesthesia (Rueckenmarksschaedigun- 
gen nach Lumbalanaesthesien). Zentralbl. f. Gynack., 
1924, xviii, 2432. 

Besides the numerous temporary symptoms, 
which occur immediately following lumbar anas- 
thesia, there have been observed pareses and paraly- 
ses which develop one, two, or three months later in 
patients who have been discharged as cured. Four 
years ago Mueller reported two such cases. Besides 
a case of paraplegia occurring soon after lumbar 
anesthesia which became cured, the author saw 
recently two cases in which the symptoms appeared 
late. In one, there was only a mild paraparesis, but 
in the other, death resulted. In the latter case an 
interval of two and one-half years elapsed after the 
lumbar anesthesia before the beginning of the dis- 
turbance in the lower half of the body. Firm ad- 
hesions had formed between the dura, the pia, and 
arachnoid, and the spinal cord and the meninges had 
become thickened by chronic inflammation to ten 
times their normal thickness. The author saw similar 
results following the endolumbar injection of sal- 
varsan and of vuzin (Morgenroth’s quinine deriva- 
tive, isocytlhydrocuprein, named after a military 
hospital at Vouzier during the late war). Hertz was 
warned against lumbar anesthesia in cases of lues 
because of the inflammatory susceptibility of the 
meninges in this condition. 

The long period of time that elapses before the 
appearance of the first symptoms of complications, 
which ranges from months to years, may be re- 
sponsible for the fact that the complications are 
often not attributed to the lumbar anesthesia. ‘The 
author therefore urges that when such complications 
are noted, the possibility of their relationship to the 
induction of lumbar anzsthesia be borne in mind. 

Binz (G). 
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ROENTGENOLOGY 
Miescher: Roentgen Erythema (Das _ Roentgen- 
erythem). Fortschr. a. d. Geb. d. Roentgenstr., 1924, 


XXxxii, 79, 137- 

Opinions expressed in the literature regarding the 
latent period of roentgen erythema as a form of re- 
action show considerable variation. Follicular swell- 
ing has also been called a reactionary constant. Re- 
cently, capillary microscopy has been applied to the 
study of roentgen erythema. 

The author has studied the clinical and histolog- 
ical features of roentgen erythema for several years. 
In the cases of women between 20 and 30 years of 
age an area on the thigh 4 cm. square was irradiated 
with rays of different hardness and in increasing 
doses. ‘The area was then kept under observation 
for from two to three months. 

The chief characteristic of the reaction is the 
waves of reddening. The number of the waves shows 
no regularity, varying from one to four. The first 
wave appears between the first and fourth day; the 
second, between the eighth and twenty-second day; 
the third, between the thirty-second and fifty-first 
day; and the fourth, after the fifty-eighth day. The 
maximum intensity is reached in the third wave. 
Follicular swelling is frequently associated with 
marked erythema. The quality of the rays has no 
influence on the picture of the reaction. The color of 
the skin and hair are also without influence on the 
extent of the reaction. Idiosyncrasy has not been 
noted. 

In experiments on women between 60 and 70 years 
of age there was no difference in the extent of the 
reaction, but the period of latency was increased and 
the reaction was retarded. With large fields and 
large doses the course of the reaction was often short- 
ened, showing only two waves. but the second was 
the more intense. 

The histopathological changes were characterized 
by swelling of the nuclei, tumescence, vacuole forma- 
tion, pyknosis, and a change into hyaline masses. 
These were found in the epithelial cells as well as in 
the fibroblasts and endothelial cells. Nuclear divi- 
sion processes were not observed in the degenerative 
stage of the reaction. 

The author studied also weaker erythemas (with 
the skin erythema dose). At the time of the first 
wave there are light histological changes—in the 
epidermis, signs of nuclear swelling, the appearance 
of seal-ring forms, and occasional mitoses; in the 
cutis, vascular dilatation, perivascular infiltrations 
of round cells, and deposits of leucocytes in the 
interstices of the sweat glands and occasionally 
around the hair follicles. ‘These changes indicate a 
true inflammation. 
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At the time of the second wave cellular changes 
are predominant—amitotic increase in the nuclei, 
an increase and enlargment of the nucleoli, and a 
decrease in the chromatin. The cutis shows slight 
oedema in the papillary body and a slight infiltration 
of round cells. 

The changes associated with the third wave were 
sometimes exactly like those noted at the time of the 
second wave, but there was often a critical turning 
point in the form of an irregularly spotty destruc- 
tion of entire sections of the epidermis, the expres- 
sion of a degenerative cellular change. Amitosis was 
absent. The cutis showed more nuclear and swollen 
fibroblasts and endothelial cells and fewer muscle 
cells and fat cells. Round-cell infiltration and oedema 
were less marked. 

The course of the histological processes in relative- 
ly weak reactions is characterized by free amitotic 
nuclear division. Necrobiosis is the final stage of the 
degenerative process. Multinuclear cells are found 
otherwise only in the vesicles of herpes zoster and 
varicella and in Paget’s and Bowen's disease; the 
roentgen irradiation causes changes which, even 
though they are transient, belong to those charac- 
teristic of a peculiar carcinomatous degeneration. 

Miescher observed multinuclear cells after thori- 
um-X and quartz-light irradiation and considers this 
proof that light and roentgen therapy have some 
effects in common. He rejects the view that a pri- 
mary influence of the vascular nerves is the pre- 
dominant factor in the roentgen effect. 

The question as to whether the histological find- 
ings offer an explanation of the different waves of 
redness the author answers by saying that although 
true inflammatory changes are noted at the height 
of each wave, the extent to which the reddening and 
cellular changes run parallel cannot be decided with 
certainty. At any rate, the degree of reddening is 
not a criterion of the intensity of the cellular changes. 
The question as to whether the different waves of 
reddening represent independent processes of vary- 
ing nature or a continuous wave-like process Mie- 
scher leaves unanswered. In the roentgen erythema 
as a biological constant he sees the basis for more 
exact physical methods. Pare (G). 


Cole, H. N.: Chronic Roentgen-Ray Dermatoses as 
Seen in the Professional Man. J. Am. M. Ass., 
1925, Ixxxiv, 865. 

Chronic roentgen-ray dermatoses are the charac- 
teristic skin changes seen especially on the uncov- 
ered parts of workers who have been exposed to the 
action of the roentgen rays to a greater or less 
degree without protection. The subjective symp- 
toms associated with them vary as the process ad- 
vances. In the early stages there is a dryness of the 
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skin with some loss of touch and temperature sen- 
sation. The later stages are associated with a loss 
of muscular power and much pain, especially at 
night. 

Objectively, the skin has a harsh, dry feel, and 
scattered over its surface are brownish, macular 
areas of pigmentation. Telangiectases are also noted. 
In places, the skin may appear lardaceous, shiny, 
hard, thickened, bound down to the bones, and 
stretched as if it were too small to cover the parts 
affected. 

This condition is seen most often on the hands, as 
they are the parts of the body most frequently ex- 
posed to the deleterious action of the rays. The 
nails are friable and have longitudinal fissures over 
their surfaces and broken-off ends. In addition, 
there is a piling up of the nail tissues under the 
friable, free distal ends. The skin around the nails 
shows a piling up of epidermis and the formation of 
hangnails. When the process is more advanced, 
there are scattered keratoses, and cracks appear in 
the surfaces, especially over the dorsum of the 
knuckles and finger joints. Some of these may 
break down and produce indolent ulcerations. The 
keratoses may increase in size, degenerate, and be- 
come malignant, showing the clinical characteris- 
tics of epitheliomata. With these changes there may 
be a neuritis, and in advanced cases more or less 
decalcification of the bones. 

The author gives a fairly extensive résumé of the 
literature and detailed histories of nine cases. The 
microscopic changes in the corium, smooth muscle, 
vessels, and epidermis which are noted in different 
phases of the condition are described at some length. 
The course of the disease is given and various ex- 
planations relative to its causation are mentioned. 
Prophylactic treatment and the treatment of active 
lesions in various stages of development are dis- 
cussed. The following summary is appended: 

1. Roentgen-ray dermatoses in physicians and 
technicians are far more numerous than is suggested 
by the literature. Many cases, even severe ones, 
have probably never been reported. ° 

2. In six of the cases reported, a clinical diagnosis 
of malignant degeneration was made. In the cases 
of the three patients who would allow a microscopic 
examination the clinical diagnosis was confirmed. 
Two of the patients had a finger removed because of 
malignant change, and one had several major opera- 
tions, lost a thumb, had glands dissected out, and 
finally recovered as the result of this treatment and 
the use of electrocoagulation and radium. 

3. A microscopic study of tissues from selected 
roentgen-ray dermatoses shows that this condition 
is a degenerative change resulting from sclerosis of 
the vessels supplying the skin. The glandular ele- 
ments of the corium disappear, the corium becomes 
greatly thickened from the formation of a degener- 
ated hyaline, collagen-like material and newly formed 
capillaries (telangiectases) attempt to replace the 
lost blood supply of the corium. In the early stages, 
the epidermis is not much affected, but in older cases 
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it proliferates in its search for nourishment from the 
corium and sends down epidermal processes which 
finally grow wild and undergo a malignant change. 

4. The treatment of chronic roentgen-ray and 
radium dermatoses consists in the use of quartz- 
lamp therapy, carbon-dioxide snow, electrocoagula- 
tion, surgery, and in some cases radium and roent- 
gen-ray treatment. It is quite successful if the dam- 
age done has not been too great and if it is instituted 
early. The best treatment, hower, is prophylaxis. 

5. When the roentgen ray and radium are used 
properly and with care they are not dangerous to 
the patient or the operator. 

6. Because of the widespread use of fluoroscopes, 
radium, and roentgen-ray apparatus by general prac- 
titioners and dentists, great care should be taken in 
protecting the operator. 

7. The adoption of the measures recommended by 
the Royal College of Physicians and the American 
Roentgen-Ray Society is advised. 

ApotpH Hartunc, M.D. 


Wolbach, S. B.: A Summary of the Effects of Re- 
peated Roentgen-Ray Exposures upon the 
Human Skin Antecedent to the Formation of 
Carcinoma. Am. J. Roentgenol., 1925, xiii, 139. 


The earliest demonstrable change in the skin after 
roentgen irradiation is a swelling of the collagen 
which may be due to an increase in osmotic pressure. 
The increase in osmotic pressure is due to the de- 
struction of some of the connective-tissue cells. The 
latter do not regenerate, but new connective tissue 
is formed from the surviving connective-tissue cells 
and invading fibroblasts. The shrinking of this con- 
nective tissue gives rise to the induration of roent- 
gen-ray dermatitis and the obliteration of blood ves- 
sels and lymphatics. The latter causes secondary 
changes in the epidermis. Some of the occlusion of 
the blood vessels may be explained also by changes 
in the vessel walls similar to those occurring in the 
corium. 

It is safe to assume that a repetition of the ex- 
posures would cause a repetition of the effects. The 
changes of chronic roentgen-ray dermatitis may be 
summarized as follows: (1) complete loss of the ap- 
pendages of the epidermis; (2) replacement of the 
normal collagen by a peculiarly dense, hyaline col- 
lagen; (3) obliterative processes in the blood vessels; 
(4) necroses in the corium beneath the epidermis; 
(5) reparative proliferation on the part of the epl- 
dermis; and (6) changes in the epidermis, probably 
the result of insufficiency of nutrition. ; 

With regard to the origin of epithelioma in chronic 
roentgen-ray dermatitis, the author believes that the 
outstanding fact of importance is that conditions are 
constantly occurring which call forth proliferative 
activities on the part of the epidermis greatly in 
excess of the normal rate of proliferation or the rate 
which may be induced by conditions not involving 
the corium. Malignant properties are acquired, not 
suddenly, but gradually in the course of years. The 
acquisition of malignant characteristics follows sus- 
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tained proliferative activities on the part of the epi- 
dermis in contact with an abnormal supportive tis- 
sue. Cartes H. Heacock, M.D. 


Withers, S.: The Treatment of Malignancies by 
Radiation. Am. J. Roentgenol., 1925, xiii, 235. 

The object of this article is to give a résumé of the 
practical points to be kept in mind in the treatment 
of malignant growths by radium and the roentgen 
rays. 

The subject is discussed under seven headings, 
viz: (1) the physical phenomena controlling the 
reaction to radiation; (2) cellular characteristics de- 
termining the reaction to radiation; (3) the local 
reaction to radiation; (4) constitutional conditions 
which influence the radiation reac ion; (5) the ir- 
radiation therapist’s equipment; (6) radiation judg- 
ment; and (7) the future prospects of radiation 
herapy. 

Observations made by other workers in this field 
are cited at some length. 

The following conclusions have been reached: 

1. The biological reaction to radiation depends 
upon the amount of energy absorbed, whether it be 
primary or secondary in origin. 

2. The vulnerability of cells to radiation depends 
upon a definite histogenetic picture. 

3. The resistance to neoplastic invasion and the 
repair of irradiated areas depends upon the well- 
being of the body as a whole. 

4. The use of radium or the roentgen-rays in the 
treatment of malignant conditions is just as rational 
and radical a procedure as the use of other physical 
agents. 

5. The optimum dose of radiation should be 
placed in the area of malignant growth to stimulate 
the resistance of the tissues and fibroblastic pro- 
liferation. 

6. Coagulation or cauterization by means of the 
intratumoral application of radium has the unique 
advantage that the gamma rays sterilize a much 
wider territory than is cauterized. 

7. The modern roentgen machine has greatly in- 
creased the power of radiation therapy to produce 
clinical cures and to restrain the growth of radio- 
resistant malignancy. 

8. Intensive radiation therapy demands a com- 
plete clinical and laboratory study of every patient 
before, during, and after treatment. 

9. Radium is of value chiefly as a local radiating 
agent applied by means of multiple low-intensity 
needles or seeds of emanation. The roentgen rays 
should be used for so-called deep therapy. 

10. Both the patient undergoing roentgen treat- 
ment and the operator should be protected from in- 
cidental radiation, noise, and ionized air. 

11. An oil-immersed roentgen tube will eliminate 
corona at the terminals and creepage along the 
tube. 

12. Everyone operating a deep-therapy equip- 
ment should be able to calibrate his roentgen ma- 
chine at any time. 


13. Transformer and tube life can be lengthened 
by treatment at 180 kv. without changing the thera- 
peutic results. 

14. Barium-sulphate plaster has been found eco- 
nomical and practical for screening of the operator 
and patient. 

15. The proof of a micro-organismal cause of can- 
cer and its treatment by appropriate antisera is a 
possibility of the near future. 

Apo_pH Hartunec, M.D. 


Ball, C. F.: Abdominal Deep Therapy Injuries, with 
a Report of the Necropsy Findings in a Fatal 
Case. Am. J. Roentgenol., 1925, xiii, 220. 

The author reports a case in which deep therapy 
was administered as a postoperative prophylactic 
measure and death ensued from the roentgen toxe- 
mia produced. The patient had been subjected to 
panhysterectomy for malignancy of the cervix of the 
uterus, had made a satisfactory recovery, and a 
month after the operation, at which time the roent- 
gen therapy was begun, had gained 10 lbs. Accurate 
dosages were used. The patient became nervous, 
irritable, and very apprehensive, and died thirty- 
eight days later. In the last two weeks before her 
death she became irrational, and finally she lapsed 
into coma. A noteworthy feature of her condition 
was the frequent passage of bloody stools. 

The autopsy findings are reported in detail. 
Among the most important were the following: 

1. Smallness of the body size and the tissue mass 
in relation to the dose of roentgen rays administered. 

2. The extent of the area treated in relation to the 
body size and the degree of skin tanning on the ab- 
domen and back. 

3. Marked differences in the appearance of the 
fibers of the rectus muscle treated as compared with 
untreated fibers. 

4. A difference in the appearance of coils of small 
bowel in the central and marginal portions of the 
abdomen, with particular reference to the appear- 
ance of the two separated portions of bowel lying 
adjacent over the promontory of the sacrum. 

5. Macroscopic loss of more than a foot of mucosa 
in two separate sections of bowel. 

6. A hemorrhagic and congested appearance of 
the uncovered promontory of the sacrum. 

7. Lack of a similar extensive haemorrhagic and 
congested condition in other portions of the abdomen 
and pelvis. 

Ball draws the following conclusions: 

More attention must be given to dosage factors in 
relation to body mensuration. 

Adjustment must be made for the part played by 
the promontory of the sacrum in setting up accumu- 
lative secondary rays injurious to overlying tissues, 
even though this is not supported by experimental 
evidence. 

Bowel injury must be guarded against by chang- 
ing the position during prolonged treatments. Pitu- 
itrin should be used, preferably in the nares, before 
treatment is begun. 
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More careful examinations must be made relative 
to possible associated conditions, and allowances 
must be made for such conditions. 

As postoperative prophylactic short-wave roent- 
gen therapy is analogous to an elective major opera- 
tive procedure, similar ‘‘check up” precautions are 
imperative. Apo.pu Hartunc, M.D. 


Wood, F. C.: A Survey of Roentgen Therapy. Surg. 
Clin. N. Am., 1925, v, 263. 

The author describes the X-ray equipment at St. 
Luke’s Hospital, New York City. The tubes run at 
200 kv. are immersed in oil. It was found that the 
4 in. of oil absorbed a great deal of the X-ray energy. 
This difficulty was overcome by inserting an in- 
verted thin glass beaker between the tube and the 
filter, thereby obtaining a column of air as a path- 
way for the beam of X-rays. 

Between 8,000 and 9,000 treatments are given, 
and about 1,000 new patients are received each 
year. From such experience, Wood concludes that 
all operable malignant tumors with the one excep- 
tion of basal-cell epitheliomata of the face should 
be treated surgically. 

In addition to inoperable carcinomata, the follow- 
ing conditions are treated with the X-ray with good 
results: fibromyomata of the uterus which are not 
too large, calcareous, or associated with pelvic in- 
fection; leukamia; Hodgkin’s disease; certain types 
of exophthalmic goiter; and tuberculous cervical 
adenitis. 

While very few clinical cures have been obtained, 
much has been accomplished in the relief of pain and 
arrest of the growth of the tumor. Operable cases 
are given postoperative irradiation. Pre-operative 
irradiation is never given. 

Cuartes H. Heacock, M.D. 


MISCELLANEOUS 


Bleibaum, I.: A Contribution to Explain the 
Physical Bases of Light Therapy (Kin Beitrag 
zur Klaerung der physikalischen Grundlagen der 
Lichtbestrahlung). Strahlentherapie, 1924, xviii, 220. 

Since different kinds of light, i.e., different parts 
of the spectrum from the warm rays to the extreme 
ultraviolet, differ in their biological effects, correct 
dosage requires a knowledge of the spectral composi- 
tion of the different sources of light. T’o determine 
how the intensity of their rays with wave lengths of 
less than 600 micra are distributed over the various 
parts of the spectrum and how they compare with 
the solar spectrum, the author examined six irradia- 
tion lamps and two metal-filament lamps (sollux and 
spectrosol lamps), two mercury vapor lamps (Jesi- 
onek Alpine sun and Uli lamps), and two are lamps 
(ultralux and heliol lamps). 

The light obtained from metal-filament lamps 
most closely resembles that of the sun, but, corre- 
sponding to their lower temperature, it is poorer in 
short wave rays. The arc lamps send out consider- 
able ultraviolet light, but the long-wave heat radia- 
tion constitutes from 50 to 65 per cent of the total ra- 
diation. On the other hand, the spectrum of the mer- 
cury lamps extends far into the extreme ultraviolet. 

‘To determine dosage, a darkening procedure with 
sensitive photographic plates is used. The radiation 
of a lamp is limited to the desired area by the aid of 
filters. ‘The different fields of a photographic plate 
are irradiated at a certain distance and with the help 
of a time-shutter which is regulated to give exposures 
increasing in length. The scale thus arrived at is 
compared with the Eich scale or the scale of another 
lamp. When there is equal darkening, it may be 
assumed that the effect is equal. Rump (G). 
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MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Nuzum, J. W.: The Experimental Production of 
Metastasizing Carcinoma in the Breast of the 
Dog and Primary Epithelioma in Manby Re- 
peated Inoculation of a Micrococcus Isolated 
from Human Breast Cancer. Surg.,Gynec. & Obst., 
1925, xl, 343. 


From early human breast carcinomata a gram- 
positive micrococcus has been isolated with great 
regularity. It apparently belongs to the streptococ- 
cus group, and in broth cultures from two to three 
weeks old in the incubator it produces a toxin which 
possesses definite growth-stimulating powers. 

Pure cultures of the organism isolated from human 
breast cancer were rubbed into the skin of the back 
of white mice for a period of five months. In twelve 
mice of this series, tumor nodules were found in the 
lungs and liver and less frequently in the spleen and 
kidneys. Microscopically, these nodules appeared 
as sharply localized aggregations of newly formed 
cells with hyperchromatic nuclei which were ar- 
ranged about the periphery of the bronchi and 
invaded the lung parenchyma or were scattered dis- 
cretely to form multiple isolated growths about 
newly formed vessels. Mitoses were numerous. 

While it is difficult to decide on the nature of these 
newly formed tumor growths, it is perhaps best to 
classify them for the present with the granulomata. 
None of a large series of control mice similarly in- 
oculated with stock cultures of streptococci and 
staphylococci developed similar lesions. 

Repeated inoculations of the micrococcus were 
made also through the nipple ducts of the breasts of 
a series of ten old dogs over a period of six months. 
The author gives the protocols of two dogs which 
developed a typical primary carcinoma of the breast. 
One of these animals died a year later with general- 
ized carcinomatosis which appeared to arise on the 
basis of a chronic cystic and glandular metastasis. 

Finally, the author rubbed pure broth cultures of 
the micrococcus into the skin of the groin of an old 
man who was suffering from a hopeless recurrent 
cancer of the face. Both intracutaneous and sub- 
cutaneous inoculations were continued thrice weekly 
over a period of four and one-half months, a total of 
sixty-two inoculations being given. Five weeks after 
the beginning of the treatment multiple warts the 
size of a pinhead appeared at the site of the inocula- 
tion. After ninety days a hard tumor mass was pal- 
pable beneath the skin of the groin. A superficial 
ulcer with elevated and nodular edges and a granu- 
lating base then developed. Microscopic study of 
sections of the lesion after cautery excision revealed 
4 typical epidermoid carcinoma of the skin. 
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These experiments are open to two interpretations: 
one, that repeated inoculations of the organism de- 
scribed over a long period of time brought about the 
development of the carcinoma, and the other, that 
the cancers were the result of a chronic non-specific 
irritation. 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


Stein, A.: The Uniform Improvement of Ameri- 
can Hospitals by the American College of 
Surgeons (Die einheitliche Verbesserung der 
amerikanischen Hospitaeler durch das American 
College of Surgeons). Monatsschr. f. Geburtsh. u. 
Gynaek., 1924, lxvi, 350. 


Since 1917, the American College of Surgeons, of 
which the official journal is the well-known Sur- 
GERY, GYNECOLOGY AND OBSTETRICS, has set itself 
the task of standardizing hospitals by the establish- 
ment of minimum requirements which they must 
meet for recognition by that organization. 

These minimum requirements include, among 
others, the careful taking of histories and an adequate 
clinical laboratory with various departments 
chemical, bacteriological, serological, histological, 
and radiological—each under the direction of a 
specialist. Great stress is laid upon the medical staff. 
At the head there must be a chief or directing phy 
sician (visiting) with assistants under him. Monthly 
meetings of the physicians of the various depart- 
ments are required for the discussion of interesting 
cases, erroneous diagnoses, deaths, and autopsy 
findings. Up to, and including the year 1923, 69.9 
per cent of the hospitals were accepted, having come 
up to or exceeded the minimum requirements. 

Among the advantages of these efforts of the 
American College of Surgeons, Stein mentions, first, 
the lowering of the death rate. Special emphasis 
is laid on the end-results of operative procedures 
and the follow-up examinations. Furthermore, the 
system of so-called “fee splitting,” that is, the 
division of the fees between the consultant, surgeon, 
and attending physician, has been combated with 
great success. Undoubtedly the entire movement 
has accomplished much good. The general treat 
ment of patients has been improved, and medical 
knowledge and medical activity have been favorably 
influenced, chiefly because of the fact that incom 
pletely prepared surgeons have been eliminated. 

The histories and the follow-up examinations have 
greatly increased the amount of work, but in this the 
hospitals are aided by educated lay persons. This 
arrangement serves the best interests of the hospi- 
tal inmates and raises the standing of physicians in 
the eyes of the laity. Fuets (Z). 
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